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Ir would be a very instructive experience had 
some one the time and the inclination to review 
the history of the progress of medical thought 
and speculation in regard to many subjects over 
which men have wrangled and fought. I fancy 
we should be surprised at the vagaries in which 
even the master minds of medicine have in- 
dulged. It might indeed be humiliating to dis- 
cover how illogical and irrational had been the 
groping after truth which has characterized 
the diseussion of many topies about which a fair 
degree of unanimity of thought and belief have 
now been achieved. It is of course true that 
perversion of normal physiological processes 
must furnish a field of very great difficulty. 
The human body is not a retort and the reac- 
tions that take place within it cannot certainly 
be predicted from anything we know or might 
expect from our understanding of chemistry or 
physies. The medical mind has not been too 
well schooled in scientific methods. Many men 
who are suecessful in their practice cannot see 
very much beyond the purely empirical limita- 
tions of their knowledge. They are often satis- 
tied to reason from premises which they do not 
scrutinize any too closely and they are content 
to base their conelusions upon hypotheses which 
ure surprisingly far fetched. Accurate observa- 
‘ion has been the outstanding scientific attain- 
ment of those of our profession who have 
achieved distinetion in the clinical field. It 
vas not until Vesalius and Harvey made their 
‘stinetive contributions to medical knowledge 
‘io! the superstition which had enveloped the 
‘ntire medieal profession of the middle ages be- 
-i1 to be east off. Their studies were anatomi- 
1 and therefore were largely dependent upon 

se observation. It took a long time to record 
~» details of structural anatomy and until the 
scroscope opened the field of minute anatom- 

| investigation there was much that could not 
“. appreciated at its true worth in the structur- 
. held. Comparative mammalian anatomy had 
' attain some standing before human anatomy 
‘ld be well understood. In fact that part of 
study of the human body is by no means at 
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an end. It was a long time before anyone gave 
the juncture of the sacra with the ilia any ser- 
ious consideration. Anatomists found here a 
peculiar situation and one which seems chiefly 
to have exercised their ingenuity in concocting 
a technical nomenclature for it and its type— 
a nomenclature which should convey the idea 
that it was different from anything else in the 
way of a joint. In the anterior portion of the 
joint according to Sabotta', using anatomical 
parlance, there is an amphiarthrosis and poster- 
iorly a syndesmosis. If you read this author, 
and Piersol’, Toldt*, Testut', Quain® and Gray* 
you will find practical unanimity of opinion as 
to what resemblance this articulation bears to a 
true joint. It is as near a true joint as it need 
be for the purposes it has to fulfill. In other 
words Nature thas followed her plan of adapta- 
tion to function and has put a shock absorber in 
the rear end where it obviously belongs. I will 
not trouble vou with more than a citation of 
these anatomical authorities. In the dissecting 
room and at the operating table the doubting 
Thomases, if not convinced by the anatomists’ 
reports, could, I think, secure conclusive proof 
of the reality of the sacro-iliae joint. Clinic- 
ians have also contributed to our knowledge 
of this reality. The obstetricians early appre- 
ciated the value of the little it had to offer in 
the way of mobility, which might advantage a 
foetus on its way into this world. Perhaps the 
most valuable contribution from the obstetri- 
cian was presented in 1889 by Walcher’. Hirst 
and Newell in their text books on obstetrics 
eall attention to the role played by this articu- 
lation in parturition. A valuable contribution 
by Klein*, based on extensive anatomical re- 
search upon fresh cadavers and upon the living 
subject, confirms Walcher’s observations with 
reference to the method of alteration of pelvic 
diameters and the degree of mobility developed 
in the ilio-sacral articulations. He called atten- 
tion to the frequency with which in elderly sub- 
jects there was evidence of proliferative (pos- 
sibly arthritic) changes about these joints and 
also that in some cases motion seemed to be in- 
ereased as age advanced, attributed by the 
author to the thinning of cartilage lining the 
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joint. Albee® quoting Morris, the anatomist,| antero-posterior direction, and describe the 


who denied there was any appreciable motion in 
the sacro iliac synchondrosis, and Williams, an 
obstetrician, who in 1903 claimed that ‘‘the ar- 
ticulation between the sacrum and ilium is 
deseribed as a synchondrosis, but is really a 
joint, on account of the presence, always, of 
more or less synovial membrane’’ and Kuttner 
who asserts that it is a joint ‘‘with motion’’ and 
Walcher whose position has already been cited, 
determined to settle the question for himself. 
He dissected fifty cadavers and showed that in 
all of them there was a perfect joint, all the 
usual joint structures being demonstrable and 
in every case but one, where there was ankylo- 
sis, motion was present. He brings the testi- 
mony of Lushka and Cunningham, both anat- 
omists to the effect that the anatomical evi- 
dence points to the existence of a true joint. 
Goldthwait and Osgood’® report the results of 
clinical observation on more than one hundred 
patients, supplemented by anatomical studies 
on twenty subjects in the dissecting room and 
a certain amount of post mortem material. They 
were convinced that motion exists in these artic- 
uations. Brook™ states that the old descrip- 
tion of the sacro-iliac joint as an amphiarthro- 
sis was descriptive of a pathological change. 
The normal condition places the joint among 
the diarthrodial articulations. In the male, mo- 
tion is slight up to the fiftieth year. After that 
the joints tend to ankylose. Of one hundred 
and five male joints examined thirty-seven per 
cent were completely ankylosed; none under 
fifty years of age. An equal number of female 
joints were studied, none of which were anky- 
losed 


Allen’? after a comparative study of the 
sacro-iliae joints in living and fossil animals, 
who use it in the same way that the human be- 
ing does, points out that three segments enter 
into the formation of their pelves and that their 
sacro-iliae joints function as do ours. He con- 
tends that X-ray studies tell us nothing about 
the joint and that conventional methods of diag- 
nosis are not dependable. He compares the mo- 
tion in these joints to that between the external 
and middle cuneiforms. 


Pilatte and Vignes** have studied the embry- 
ological development of these joints and state 
that in the 10th week the cavity is first in evi- 
dence. In the infant the articular surfaces are 
often joined by fibro-cartilaginous ‘‘trusses’’ 
indicating delay in the development of the 
joint cavity. The shock-deadening function of 
the joint is due to the slight degree of motion 
it possesses, the so called mutation and anti-mu- 
tation. They assert that detection of motion 
and X-ray examinations are very difficult be- 
cause of location and irregularities of shape. 

Pope and Curran" give a brief review of the 
make up of the joint, the character of the mo- 
tion in it, which is stated to be slight in an 


stabilizing ligaments and muscles concerned in 
keeping it in a functioning condition. They 
feel that the pain which even a little motion 
may cause is due to the fact that the lower lum- 
bar and upper sacral nerves lie over the ante- 
rior aspects of these joints. 


Smith-Peterson’® has studied the distribution 
of the sensory disturbances occurring in sacro- 
iliac lesions in a considerable number of cases 
and employs the data thus obtained to assist in 
differentiating sacro-iliae ~from lumbo-sacral 
lesions. 

Nuttal’® claims that this joint can no longer 
be regarded as a synchondrosis but as an arth- 
rodial or gliding joint. No muscles act directly 
upon it. 

Cyriax™ concludes from his studies on the 
question of mobility in this articulation that un- 
der normal conditions there is no gliding mo- 
tion. In early life these articulations are not 
very stable and sudden movements may result 
in luxation. The presence of gliding or rota- 
tion movements point to pathological states. 

Baer™ says the old term of synchondrosis is a 
misnomer, for it is a true joint. He describes 
the forward and backward movement of the sa- 
crum. 

Barre’® and Dupré carried out a research as 
to the cause of sciatic pain in sacro-iliae trou- 
bles and found an involvement of two radicals 
viz: that of the crurae and the obturator. Co- 
field*® advances the suggestion that the pain of 
sacro-iliac lesions is not due to impingements 
upon it, the so called nerve root pressure, but 
is due to the nerve being crowded between the 
semimembranosus and the semitendinosus mus- 
cles, they being in protective spasm to guard a 
sprained or diseased sacro-iliae joint. 

A similar conelusion was reached by McBer- 
ry”, except he implicates the pyriformis and 
the gluteus maximus in the protective spasm. 
Marshall**, in a questionaire, secured replies 
from 80 surgeons, 23 of whom were orthopaedic 
specialists, to the effect that the sliding motion 
of the sacro-iliae joints is slight. Goldthwait* 
showed upon a series of anatomical preparations 
very definite motion in these joints, pointing 
out how either from injury in either sex or from 
pregnancy alone this motion might be abnor- 
mally increased. 

From the above quotations of the writings of 
clinical observers who have made some special 
effort to satisfy themselves on the cardinal ques- 
tion, which lies at the root of the matter, as to 
whether there is such a thing as a sacro-iliac 
joint, there would appear to be a unanimity of 
clinical support to the position taken by all the 
anatomists quoted, with the exception of Morris. 
We may therefore assume that we are justified 
in claiming that a joint exists between the sa- 
erum and the ilium for nearly all are agreed 
that there is motion. 
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Now as to the lesions. The fact that the 
«mount of mobility possessed by it is admittedly 
Jight and its defense against injury is excep- 
‘ional, for various reasons, is the very ground 
for the eonelusion that when these defenses are 
onee broken through the evidences attributable 
elsewhere to a sprain are conspicuous here viz: 
pain, spasm and immobility, plus a few espec- 
ial phenomena peculiar to the anatomical con- 
ditions prevailing in this locality. The physi- 
cal phenomena of any sprain are dependent 
upon the motion belonging to that joint having 
been earried beyond the point established for it 
by the ligaments and other supports for the ar- 
tieulation. The sacro-iliaec joint is no excep- 
tion to the rule for when, for any reason be it 
a single individual trauma of considerable vio- 
lence, when there may be an actual dislocation 
at the joint with fracture of one or more of the 
processes of the innominate, or a sudden, un- 
guarded motion is made, permitting undue 
stress to be inflicted upon the natural supports 
of the joint or, because habitual, slight trau- 
mata or postural strains, occupational or other- 
wise, be visited upon the joint over a consider- 
able period of time, the result is the same viz: 
a guarding of the joint by muscle spasm, pain 
and often deformity. Furthermore use 
of the localization of the lesion and _ its 
proximity to nerves and muscles in close asso- 
ciation with the affected joint there are certain 
pathognomonic signs not possessed by other ar- 
ticulations when they are the subject of sprain, 
viz: referred pain from nerve root pressure and 
restriction of thigh flexion when the leg is in 
extension. This class of lesions constitutes by 
far the larger proportion of those affecting 
these articulations. There is no reason to sup- 
pose that the specific structural changes belong- 
ing to the class of lesions known as sprains are 
any different here than they may be in the an- 
kle joint for example, viz: rupture of ligament- 
ous fibers, injection of synovia and increase in 
joint fluid. It may be that because the nature 
of this injury is not aS well comprehended by 
the laity and therefore the sort of treatment ap- 
propriate for a sprain is not, as a rule, as 
promptly accorded as in the sprains of the 
more commonly injured joints, there results a 
physical injury which becomes greatly exagger- 
ated. Certainly it is rarely the case that a patient 
upon whom this diagnosis is made has this joint 
as thoroughly treated in accord with the ac- 
cepted principles for the management of 
sprains as would be the case if such a patient 
iad sprained an ankle or wrist. We certainly 
io not believe that either of the last named 
joints when sprained should be immediately 
subjected to violent manipulation. There is 
no evidence obtainable, by X-ray examination 
or otherwise, that there is ever any appreciable 


displacement of the sacrum on the ilia. The 
fresh cases should therefore be treated after the 


manner of any sprain, unless special indica- 
tions to the contrary are in evidence, and be 
kept for a few days as quiet as we would keep 
an ankle in the same situation. It should be so 
constantly our practice to insist upon this that 
the public may soon realize that this is what 
should be done. When this time shall have ar- 
rived there will be many less sub-acute and 
chronic, or even relapsing sacro-iliac strains, 
requiring manipulative or prolonged mechani- 
cal treatment. As for open operative treatment 
for such lesions, except perhaps where anoma- 
lous, anatomical situations obtain, they never 
will be required. After the brief period of fix- 
ation or complete rest in bed has been passed 
through, then protection by strapping, belts or 
brace, coupled with appropriate physiotherapy 
should be provided. It is failure to have this 
initial stage of the treatment, appropriate and 
necessary to the management of any sprain, 
earried out that furnishes us with the class of 
eases we are called upon to treat. Because of 
the lack of proper initial treatment the joints 
become injected, adhesions form in a space so 
restricted that the slight mobility present is 
immediately expressed in terms of pain and the 
prime essential in the management of such 
joints is to free up these adhesions and start 
back at the beginning. ) 

The object of manipulation is not at all 
reduction of a dislocation or even subluxation 
but solely to break up adhesions and overcome 
periarticular spasm of muscle and accommoda- 
tive contracture of capsule. Baer** discusses 
the value of manipulative treatment of sacro- 
iliac sprains in a well considered article in the 
Johns Hopkins Bulletin. 

Having considered the traumatic lesions of 
the sacro-iliae joints it is now in order to take 
up their pathological lesions. Of these there 
are practically only two, tuberculosis and juxta- 
articular osteomyelitis, for the toxic and hyper- 
trophic manifestations of arthritis seldom are 
noted in these articulations. One would hardly 
expect the latter to make much of a disturbance 
here for the joint has so little motion and the 
lesions are not located so that in a joint of this 
character they could be so placed as to produce 
symptoms which would attract attention. In 
the rare cases where toxic arthritis includes 
these joints in its attack the involvement has 
been so general that the sacro-iliac process is 
scarcely noticed by the patient. In regard to 
tuberculosis we have found references to ex- 
periences by Codavilla*® who has observed five 
eases, three of which were treated by rest and 
two by operation. One of the latter recovered 
but in the other it is not stated what the result 
was. He concludes that in the severe cases sur- 
gical intervention is necessary because of dan- 
ger of amyloid or generalization of the tuber- 
culous infection. He describes the procedures 
of Bardenhauer and Schede. Thorndike*® re- 
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ports two eases in children, who he states are 
generally immune from tuberculosis in this 
locality. Bone necrosis and sequestrum forma- 
tion in the ilium and sacrum characterized 
these cases, both of which were operated upon 
and abscesses drained. 

Zesas** has made, in 1906, an exhaustive 
study of the literature and collected 94 opera- 
tive cases of tuberculosis from 1814, when 
Boyer described the first case to be found on 
record, down to the date of this article (1906). 
Of these cases 36 were cured, 29 died and 18 
were improved. The result in the remainder 
was not specified. He describes the methods of 
Bardenhauer, Schede and Delbet quoting Bar- 
denhauer’s mortality of 30% in 20 cases. He 
himself had secured good results from iodoform- 
glycerine injection. Nuttall** reports 9 cases 
of tubereulosis originating more commonly in 
the sacrum but always in bone. From the bone 
extension was to the joint and across it to the 
opposite side. Intra-pelvie abscess is the more 
common. In 8 eases outside of one of the auth- 
or’s, only one had been cured by resection. He 
quotes Pieque as having had 5 cures in 7 cases 
operated. His own case was operated by 
Pieque’s method, which he advocates as against 
the grafting methods now in use. This case 
had remained well for two years at the time 
he was last seen. Smith Petersen®® cites the 
experience at the Massachusetts General Hos- 
pital’s Orthopaedie Clinie where 8 cases had 
been operated in 3 years by the dowelling oper 
ation of the author. 

Spitzy and Reiner*®, Thienhaus*', Ryerson** 
and Eads** contributed other case reports on 
tuberculous disease of the sacro-iliae articula- 
tion as do many others referred to in the bib- 
liography. The prognosis used to be regarded 
as very bad and has not much changed even 
since the introduction of more modern or more 
radical procedures, at least in the hands of 
many who report. 

Rollier is quoted by Roth*' as having cited, 
in his ‘‘Heliotherapy’’, 83 cases of sacro-iliae 
tuberculosis, the results in the treatment of 
which were carefully given. Judging from the 
favorable effects which thorough going sun 
treatment, when carried out over long periods 
of time under suitable conditions have pro- 
duced in other forms of osseous disease and 
osseous tubereulous lesions in other localities, 
it would seem that more attention should be 
given to this phase of the management of these 
lesions then is commonly accorded. That too 
much reliance must not be placed upon the 
radiogram either in determining the character 
of an apparent lesion of the saero-iliae joint or 
even whether a lesion exists at all, is repeatedly 
emphasized in the literature. The usual con- 
stitutional stigmata of tuberculosis must be 
looked for as carefully here as elsewhere and in 
adult patients, without at first any suspicious 


constitutional signs, the persistence of symp- 
toms beyond the average time that adequate 
protective treatment yields positive results. 
should lead to a careful review of the case to 
exclude a possible tuberculous involvement. Of 
the non-tuberculous lesions of this joint osteo- 
myelitis is probably the next in importance. 
The localization of an osteomyelitie process in 
a joint is possible here as elsewhere only be- 
eause of a primary juxta-articular lesion which 
involves the joint by extension either from the 
iliae or sacral side. Plagemen*® reports such 
a ease and discusses the similarity of this le- 
sion in the sacro-iliae joint to similar lesions 
in the neighborhood of other articulations 
where they may remain latent for some time be- 
fore involving the articulation. The writer** 
has operated four patients in whom this ¢on- 
dition existed one of which was certainly tuber- 
culous, a second possibly so and the other two 
unmistakably osteomyelitie, the staphylococcus 
and a streptococcus being the responsible organ- 
isms. <A few scattering reports of acute in- 
vasions of the sacro-iliae joints following foea! 
infections are reported but for the most part 
one may regard them as contributing little to 
our knowledge of the subject. They were iso- 
lated instances and in none of them was there 
any evidence except the coincidence of arthritis 
in the region of the sacro-iliae and a remotely 
located infection. Etienne** reports a case in 
which a sarcoma of the sacro-iliae region gave 
rise to symptoms that were not reflective of the 
true pathology until exploration revealed the 
grave nature of the lesion. 

Reference has been made to observations 
tending to prove that after fifty, in men at least, 
there is a tendency for these joints to become 
ankylosed without any clear indication that 
there are traumatic or pathological influences at 
work to bring this about. In the appended 
literature there are two or three clinical refer- 
ences that would suggest such an explanation 
for the eases reported. During the past four 
or five years the writer has observed a few pa- 
tients in whom this has actually gone on under 
his observation, first on one side and then on 
the other. Not all of these patients have been 
above the fifty year period neither have they 
been confined to the male sex. In none of them 
was there any suggested pathology. In so far 
as X-ray pathology may be accepted as indicat- 
ing what has been transpiring they showed 
roughening along the iliae erests and at the at- 
tachment of the ilio-sacral ligaments, some spic- 
ulation or spur formation at the inferior bor- 
ders of the sacro-iliac joints and at times an 
increased density along the margin of the 
joints but never any destructive lesion or pro- 
liferative change, other than as above noted. 
Progressively in X-ray pictures the line of de- 
markation between sacra and ilia became ob- 
literated and coincident with this obliteration 
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» charaeteristie signs and symptoms disap- 
ared. I am eonvineced that this represents 
ame Nature’s answer to habitual instability 
+ this joint and that we should reckon with this 
planning treatment in individual cases of a 

i ronie type which have been subject to frequent 
-omissions of symptoms. Dried specimens in 
pe museums show the complete osseous union of 
jis joint. The saero-iliae and lumbo-sacral 
articulations have, in recent years, served the 
»urpose that the pelvie viscera did for so long 
» time, so far as the female sex was concerned. 
ack aches, leg aches and sciatica, in women, 
were even in my memory, credited to retro- or 
ante-versions of the uterus and the gynaecolo- 
vist was appealed to for aid. Even in medico- 
legal circles a considerable amount of the trau- 
matism, giving rise to tort proceedings, centers 
about the sacro-iliae joints and so with the hear- 
ings before Industrial Accident Boards. The 
surgeon, the gynaecologist, the orthopaedist and 
neurologist can searcely escape being brought 
face to face with these problems in some one of 
the various channels down which they come. 

A good deal has been written from the neu- 
rological standpoint in respeet to the causation 
of seiatie pain which is one of the conspicuous 
symptoms of sacro-iliae lesions. Rosenheck** 
and Finklestein have reviewed the history of 
the treatment of sciatica, classifying the types 
and pointing out how large a group belong to 
the orthopaedic variety. They conclude that 
involvement of the roots of the sciatic, as they 
lie over the sacro-iliae joint, is due to oedema 
and congestion, compressing the nerve fibers 
and in some eases causing a degenerative reac- 
tion in certain of them. Where the course of 
sciatie pain is not dealt with and only the loeal 
condition treated, failure is certain to follow. 
Ilence the epinural injections, so commonly em- 
ployed abroad and by some in this country, are 
prone to failure. The article is well worth 
careful perusal. Chappell*® emphasizes the 
necessity for a careful study of the low lumbar 
and pelvie regions whenever sciatica is a prom- 
inent symptom and reviews carefully the ana- 
tomie relations of the sciatica from its souree, 
through the field where anomalies in skeletal 
structure and pathologie or traumatie influences 
may be operative. 

Nutter’? gives an exhaustive review of the 
history of the causes of sciatica as they appear 
in medical literature since 1862, when a book on 
the subject appeared in London by Fuller. He 
‘inds a majority of the sciatieas are traceable to 
lesions of the lumbar spine, the hips and the 
sacro-iliae joints. He refers to Roger’s*! com- 
pilation of fifty eases of sciatiea in which forty 
were associated with the lumbo-sacral or sacro 
iliae joints. While urging a search for the 
cause of sciatic pain he advocates giving re. 
lief for the pain, which may be done with a 
negligible risk of injuring the nerve and a cer- 


tainty of several hours relief from suffering, by 
injecting sterile water into the epinural space 
of the sacral ¢anal. 

A contribution from an internist, MeCrae*, 
who is discussing sciatica in an article in the 
Medieal Clinies of North America coincides 
with the general views expressed by the neurol- 
ogists and orthopaedic surgeons already quoted. 
In his experience sciatic neuritis is extremely 
rare. He mentions as among rarer causes, gout, 
diabetes, syphilis, psoas abscess, lesions of the 
ecauda equina, malignant disease or tuberculo- 
sis of bones of the pelvis or lower spine, hip 
disease, varicose veins in the sheath of the 
sciatic nerve, and diseases of the pelvie viscera 
in women. Cowan" discusses the question of 
what sciatica is pathologically, whether a neur- 
itis or a neuralgia. From the great frequency 
with which pressure over the sacro-iliae joint 
sends pain through the sciatie distribution he 
concludes that whatever is present at the joint 
to put it in an irritable condition to pressure, 
is communicable to the nerve and hence is a 
neuralgia and not a neuritis, for there is rarely 
any tenderness over the sciatic nerve at its most 
exposed points. He quotes Oppenheim, Gowers 
and others. Petren and Otterstram* have 
made studies upon the etiology of sciatica with 
a view to proving or disproving Djerine’s 
theory that they are radicwar in origin and 
therefore that syphilis might play an important 
role in the causation. In forty-seven out of 
forty-nine sciaticas tested by the Wassermann 
reaction the findings were negative. In forty- 
five of the eighty cases of sciatica in whom they 
made radiographs of the spine there were no 
abnormalities. In twenty-five there were slight 
deformities and in ten definite spondylitis de- 
formans was diagnosed. One of the writers had 
felt that in some types of sciatica the pain was 
not in the nerve but in the gluteal muscles. 


Leszuansky** discusses the causes of sciatica 
and from his own experience in about 300 cases 
feels that 75% of them were due to lumbo-sa- 
eral or sacro-iliac lesions. The preponderance of 
pathological evidence points to there being a 
peri-neuritis in true sciatica but no definite 
iesion in the nerve itself, 

We have seen then that from an anatomical 
standpoint there is pretty general agreement as 
to the bona fide character of the sacro-iliac 
joint. This has ineluded an agreement as to 
the existence of motion. These ideas have been 
concurred in by obstetricians, orthopaedic sur- 
geons, gynaecologists and internists. 

When it comes to the question of the signifi- 
cance of sciatica as a very constant symptom of 
sacro-iliae strain or disease there is not quite so 
unanimous an agreement as to how this is 
brought about. There is however an _ over- 
whelming body of evidence to the effect that we 
may regard sciatica as a cardinal symptom of 
sacro-iliac lesions and that it is a peri-neuritis 
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brought about by the proximity of the radicals 
making up the main trunk of the sciatic to 
whatever lesion is affecting the joint. In this 
there is agreement on the part of the neurolo- 
ists. 

It was not until the late ‘90s and the early 
1900’s that there began to be much, if any, ref- 
erence to sacro-iliae lesions in the literature but 
today the volume of this literature looms large 
and eontributors to it are derived from many 
special fields as well as from general medicine 
and surgery. The time seems to have arrived 
when one does not feel any necessity to apolo- 
gize for entertaining the belief that there are 
such joints and that they have recognizable dis- 
turbances, the therapy of which may be pres- 
eribed wtih as much confidence cf success as is 
true of most any lesions. 


Now a word as to what I have designated in 
the title as the ‘‘menace’’ of this idea. This 
of course relates now, not to mistaken or ill 
considered diagnosis but to treatment. The 
campaign of education in respect to recognition 
of the lesions has been fought but we are still 
a bit dis-oriented as to treatment. In the trau- 
matie sprain or strain cases I am convinced the 
management of the acute ones should be iden- 
tical with that of similar lesions in other joints. 
Subacute and chronie cases should be handled 
by a more frequent resort to manipulative 
measures, following these up by physiotherapy. 
The same amount of time in spica-fixation in 
the non-manipulative cases as must needs be 
spent in operative and post operative measures 
would result in restoring even the badly listed 
patients to normal. It is my belief that open 
operative interference in this group of cases is 
practically never indicated and should certain- 
ly never be undertaken until prolonged spica- 
fixation has been tried. The only exception to 
this rule would be where it was apparent that 
the patient could not or would not submit to 
this. 

In the pathological cases viz: osteomyelitis 
and tuberculosis, I believe the former should be 
drained and dealt with on the general surgical 
principles applicable to osteomyelitie foci any- 
where and for this purpose where drainage is 
likely to be required for some time the incision 
selected should be the one giving most direct 
access to the demonstrable focus where tubereu- 
losis is suspected, and unsupported X-ray evi- 
dence should never be accepted in proof of its 
existence. I should prefer to take chances on 
maintaining a closed foeus to exposing such a 
lesion to possible infection, when it had not 
broken down, or to a far greater likelihood of 
it if it had already done so than would be the 
ease if treated conservatively. Heliotherapy 
and recumbency, in my opinion, are more in ae- 
cord with what the experience of the past has 
shown us in respect to the repair of tuberculous 
osseous lesions and their isolation from sur- 


rounding tissue. We passed through the era- 
sion stage of the treatment of tuberculosis of 
large joints not so very long ago—too short a 
time perhaps for its perspective to be of much 
value to any but those who passed through the 
period. Certainly no one may properly claim 
that the open operative treatment of a tuber- 
eulous lesion in the sacro-iliae joint, by any 
method of approach or with any accompanying 
procedure, could result in anything but an 
erasion, and a pretty imperfect one at that. 
There is no doubt that fixation of a joint which 
is the site of a tuberculosis process is the essen- 
tial feature in its treatment but operative meth- 
ods of fixation have not proven any better than 
any other methods where it was not possible at 
the same time to extirpate the disease. Even 
excisions of the knee where the disease has ad- 
vaneed unexpectedly far into the femoral or 
tibial condyles and this fact has escaped detec- 
tion at operation, are very prone to give trou- 
ble a long time after the excision. One cer- 
tainly has far less chanee of removing even the 
major part of a tuberculous focus in a joint so 
located as the sacro-iliae. 


I am well aware of the fact that no. progress 
could be made in the art of medicine unless 
there was a radical wing to the profession as 
well as a conservative one and that of the two 
it would possibly be more unfortunate if con- 
servatism rather than radicalism gained the as- 
eendaney. What will make for the greatest 
good and the steadiest progress will be for 
those with radical tendencies to tinge their rad- 
iealism with a knowledge of the experience of 
the past. It is unfortunate that each genera- 
tion feels that it must gain its own exper- 
ience and repeat the mistakes of their predeces- 
sors. It is right here that the ‘‘menace of the 
sacro-iliae idea’’ lies. We are in danger of mak- 
ing too wide and ill advised an application of a 
surgical principle having undoubted merit just 
as was done when Lane with his enthusiasm 
brought out his open operative treatment of 
fractures. There was a considerable number of 
the surgical profession who thought they saw in 
this a short cut to the treatment of most frac- 
ures instead of a method applicable to -a-very-- 
few. The same thing has proven true of the 
wholesale application of the principle of bone 
grafting in spinal lesions and elsewhere. To 
focalize fixation upon the exact locality of a tu- 
bereulous lesion in a vertebra, by Albee’s meth- 
od, possessed a very strong appeal to all having 
to deal with patients with Pott’s disease. We 
are beginning to realize however that even this 
method has its limitations and that the utiliza- 
tion of the bone grafting principle must be ex- 
ercised with a considerable degree of conserva- 
tively inclined judgment. The evidence, which 
is accumulating and which was, as a matter of 
fact, among the earliest pieces of evidence we 
had in support of the idea that there was a sa- 
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-» .liae joint, should tend to give us pause in 
\ocating operative measures, other than man- 
a in the treatment of traumatic sacro- 

lesions. I refer to the tendency to spon- 
‘yeous ankylosis in patients, who, for some 
roason, have not such natural defenses in this 
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X-RAYS OF THE CHEST: THEIR USE IN TUBERCULOSIS SUSPECTS* 


BY ROBERT T. MONROE, M.D., AND EDWARD S. EMERY, JR., M.D. 


One frequently sees patients complaining of 
vague symptoms of malaise, ease of fatigue, ete., 
in which the possibility of an underlying tu- 
bereulosis presents itself. In such cases an 
X-ray of the chest is often most helpful in 
showing quickly and easily the presence or ab- 
sence of a pulmonary process. However, un- 
less one is equipped to take routine chest plates 
on all first examinations it is not always easy to 
decide on which eases to have them taken. The 
frequently negative X-ray reports tend to deter 
the physician from subjecting a patient to an 
wnnecessary expense and worry. The follow- 
ing is the report of a study undertaken to de- 
icrmine how far one is justified in using the 
\-ray in this type of patient and in what way 
one may best choose his eases for X-ray. 


METHOD OF STUDY 


8 consecutive cases in the O.D.D. of the 
‘er Bent Brigham Hospital were examined, 
». which 107 presented themselves to the X-ray 
vcpartment. These cases were only those com- 
ug to the hospital for the first time or former 
ases who had not appeared for a considerable 
vicrval and were to all intents and purposes 
iow cases. None of them had been seen by 
ier of us before. The histories were taken 
“’ one of us, but examinations were made by 
ich independently. A common diagnosis was 
sreed upon and the patient was then sent to 
X-ray department. 
It is felt that the conditions under which the 


*From the Medical Clinic of the Peter Bent Brigham Hospital. 


work was done closely simulated those under 
which a physician in general practice would be 
working. Although the patients were of the 
dispensary class they were for the most part in- 
telligent and codperative. Approximately thir- 
ty minutes were devoted to taking the history 
and doing the first physical examination. This 
seemed to be a reasonable amount of time for 
diagnosis, or at least representative of the usual 
conditions. In examining the patients we were 
not hurried, and although the department is 
located upon a noisy street, it is no different in 
this regard from the conditions which one often 
encounters. In short, although they were not 
ideal they were quite satisfactory in being rep- 
resentative of the situation which we were try- 
ing to investigate. 

Upon receipt of the X-ray report the cases 

were divided into four groups,— 

Group I—-Cases in which a positive clinical 
diagnosis was made and the X-ray 
was positive. 

II—Cases in which a positive clinical 
diagnosis was made and the X-ray 
was negative. 

I1I—Cases in which a negative clinical 
diagnosis was made and the X-ray 
was positive. 

I1V—Cases in which a negative clinical 
diagnosis was made and the X-ray 
was negative. 

We then compared these groups in regard to 

symptoms and signs. In addition we studied 
500 cases observed on the wards of the hospital 
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upon which a diagnosis of pulmonary tubereu- 
losis had been made, and compared the physi- 
eal signs noted by the various men under ideal 
conditions with the X-ray findings. 


TABLE lL. 


Group I Il IV 
Cough 2 8 3 15 
0 3 1 0 
Expectoration 0 6 2 4 
Night Sweats 1 0 1 3 
ae 2 4 2 5 
Oppression 1 2 0 4 
Malaise — 3 3 S 
Fat gue oe 5 0 3 
Nervousness 2 3 
0 2 0 3 
Headaches ._. — 1 1 6 
| 3 4 28 
Nausea and Vomiting... 1 4 0 2 
Chilliness 1 1 
Dyspnoea _ 1 0 1 8 
Pain in chest 0 2 2 6 
Rheumatism 1 1 2 6 


In referring to table one, one sees the num- 
ber of symptoms used in studying these cases, 
and the number of times each symptom oc- 
curred in the four groups. Cnder the column 
headed malaise have been grouped the figures 
originally in two columns, ‘‘weakness’’ and 
‘‘malaise’’, as there seemed to be such a small 
difference between them. Most of the symp- 
toms will be readily understood. By ‘‘rheuma- 
tism’’ we referred to any discomfort experi- 
enced by the patient in either the muscles or 
the joints. By ‘‘indigestion’’ was meant any 
complaint attributable to the gastro-intestinal 
tract other than nausea and vomiting. By 
‘*pleurisy’’ was meant any discomfort which 
in the history or the physical examination sug- 
gested irritation of the pleura. This is differ- 
entiated from ‘‘pain in the chest’’, by which 
is meant any discomfort which seemed due to 
either museular or arthritie pains around the 
thorax. The column devoted to ‘‘dyspnoea’’ 
contains any symptom concerning difficulty in 
breathing which might be classified as some- 
thing more than ‘‘oppression’’, 


TABLE Il. 

Group I Il Ill IV 
No. Cases . 40 15.0 7.0 81. 
% No. . a . 38.7 14.0 65 75.7 
No. primary symptoms 7.0 19.0 9.0 27.0 
Primary symptoms per case 16 1.4 1.28 0.33 
No. secondary symptoms 40 120 40 21.0 
Secondary symptoms per case. 1.0 O08 0.57 0.26 
Tertiary symptoms 5.0 140 11.0 60. 
Tertiary symptoms per case. . 1.25 0.93 1.55 0.74 


In order to render this classification of symp- 
toms more easily subject to analysis we have 
grouped under the term ‘‘ primary symptoms’”’ 
pleurisy, cough, expectoration, night sweats and 


weight loss. Under the term ‘‘secondary symp- 
toms’’ comes a group which we conidered defin- 
itely suggestive of tuberculosis but not so clear- 
ly as the primary ones, namely oppression in 
the chest, malaise, fatigue and nervousness. The 
rest of the symptoms were not definitely sug- 
gestive of tubereulosis,—rheumatism, insomnia, 
headache, indigestion, nausea and vomiting, 
chilliness, dyspnoea, and pain in the = chest. 
These were classified as tertiary symptoms. 

From table Il it is seen that four cases were 
diagnosed pulmonary tuberculosis clinically 
and confirmed by X-ray; fifteen eases were di- 
agnosed pulmonary tuberculosis clinically and 
not confirmed by X-ray; and seven cases in 
which it was not suspected the X-ray showed it 
to be present. In other words, out of 107 cases 
our diagnosis of tuberculosis agreed with the 
X-ray findings in 3.7% and our diagnosis of 
no tuberculosis agreed in 75.7%. 20.5% of 
eases did not agree from this standpoint, of 
which 14% failed to show it after we had made 
a positive clinical diagnosis, and 6.5% showed 
it after we had failed to diagnose it. Or, put- 
ting it in another way, 79.4% agreed with the 
X-ray as to the possibility of tuberculosis being 
present, and 20.5% did not agree. 

In the other columns of the table are placed 
the number of primary, secondary and tertiary 
symptoms occurring in the four groups and 
next to these columns are placed the symptoms 
expressed in the form of a common denomina- 
tor, or on the basis of the number of times these 
symptoms oeeurred per case in each group. A 
study of these figures reveals the fact that the 
primary and secondary symptoms ran about 
the same in groups I, II and IIT and showed a 
definite decrease in group IV. 

In reviewing our physical findings, it seemed 
pretty evident that the physical signs in group 
I were somewhat more definite than in group 
Il, although as a whole there was surprisingly 
small difference between them. In looking over 
the physical examinations in the group IIL eas- 
es there was nothing that we had reeorded 
which would have justified us in making a diag- 
nosis of tuberculosis. The physical findings in 
group II were definitely such as to suggest the 
possibility of pulmonary pathology; in group 
III they were not. In looking back, therefore. 
and analyzing our symptoms and _ physical 
signs, it would appear that the cases in groups 
Tl and IIT were diagnosed as they were because 
the physical signs in group II seemed to cor- 
roborate the suggestion of tubereulosis raised 
by the symptoms, whereas they failed to do so 
with symptoms which were almost as pro- 
nounced in group ITI. 

Various attempts were made to tabulate the 
physical findings in order to evaluate their sig- 
nificance in making the diagnoses, but without 
suecess, and they have not been included here. 
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+.» number of cases was too small and the 

des of difference in each finding were too 
- merous. It may also be added that a study 
.: the single temperature and pulse record of 
‘ese patients taken only at the time of their 
‘rst entry failed to reveal any information of 
value in the four groups. 

Study of the X-ray films shows rather de- 
cidedly that the pulmonary processes in the 
vroup I eases were much more advanced and 
more definitely active than those in group IIT. 
Rut it fails to explain why the physical signs 
in group II should have been more suggestive 
of tubereulosis than those in group IIL. Of 
course, one is influenced by the degree or the 
quality or perhaps the value that one places 
on the patient’s story or physical examination 
at the time, and we realize that this must be 
taken into account in considering why we made 
a certain choice in the individual case. This 
factor is one which cannot be expressed ade- 
quately in tables. On the other hand, it seems 
fair to say that the four cases of tuberculosis 
which were diagnosed correctly represented pa- 
tients whose symptoms and physical signs 
were quite marked and in whom a rather ad- 
vanced tuberculosis was present. Of the cases 
in groups II and IIL the symptoms were much 
the same but the physical findings were quite 
different. In other words, of these 22 cases, or 
approximately 20% of the series, we did not 
agree with the X-ray because of the physical 
examination. 

These observations bring up the question of 
how much our physical examination in this se- 
ries can be relied upon, compared with the ex- 
aminations done under different circumstances 
end by other physicians. How mueh did the 
question of noise and other hindrances under 
which we had to work, and how much did our 
lack of ability in the examination of the chest 
play a part in the failure of the physical ex- 
amination and the X-rays to cheek ? 

In order to answer this point, we have stud- 
iod the reeords of 500 eases which have been 
observed on the wards of the Peter Bent Brig- 
‘am Hospital on whom a positive or tentative 
agnosis of pulmonary tubereulosis had been 
ade. Here the examinations of the chest 
‘vere made under the very best possible condi- 
tions, Under the method of study and _ visits 
-mployed in this hospital, it is usual for each 
vatient to have anywhere from 2 to 5 or 6 in- 
‘viduals go over him, frequently beginning 
‘ith a medieal student, who is followed by one 
oy more internes and assistant resident physi- 

“us in charge of the ward, and finally by 2 or 

Visiiing men. This would seem satisfactorily 
) answer the second objection as to the ability 

‘ the individuals making the examination. The 
vethod employed in studying these records was 
as follows. All eases, on which a discharge di- 


agnosis of pulmonary tuberculosis was made, 
were taken consecutively as they occurred in the 
index up to the number of 500. A record was 
made of the results of the various chest exam- 
inations in each, and of the X-ray reports. We 
then looked up the requisitions that were filed 
in the X-ray department in order to determine 
the reasons for requesting a chest X-ray,— 
whether a diagnosis of tuberculosis had been 
made or considered, or whether the patient had 
been sent down ostensibly for some other con- 
dition, and an unexpected tuberculosis found. 
As a result of this study we divided the cases 
into 3 groups, corresponding with the first 3 
groups in our series. 


Group T 353, or 70.6% 
Group IT 83, or 16.6% 
*Group IIT 64, or 12.8% 


These figures cannot be compared directly 
with our own findings, for several reasons. 
Broadly speaking, the cases represent more ad- 
vanced disease than one sees iii a dispensary. In 
a certain number chest examinations were 
doubtless done as a result of close observation 
of temperature, pulse, etc., which as we have 
pointed out is not always possible in dispensary 
work. There can be no group IV comparable 
to that used in our series. It is to be expected, 
therefore, that group I should be relatively 
large. But the number of cases in groups II 
and III seems to us to support our own findings 
very satisfactorily, for there were 83 cases 
(16.6% as compared to our 14.0%) who were 
suspected of having pulmonary tuberculosis 
from their physical signs, and there were 64 
(12.8% as compared to our 6.5%) who had it 
definitely by X-ray in whom the lack of physie- 
al signs failed to suggest its presence. 

A more detailed analysis of these cases re- 
vealed a still greater discrepaney between the 
physical findings and the X-rays in some cases. 
Thus the X-ray reported cavity formation in 
63 cases which showed no evidence by physical 
signs. This particular finding is, of course, 
likely to be inaccurate, as the diagnosis of cav- 
ity in a film is often difficult and doubtless in- 
correct in a certain number of eases, particular- 
ly during the period of X-ray development dur- 
ing which some of these cases were studied. In 
7 eases a clinical diagnosis of cavity was made 
which the X-ray failed to reveal. In only 11 
of eavity did the clinical findings and the X-ray 
eoineide. In 64 physical signs were reported 
on one side where the X-ray revealed a definite 
infiltrative process in both. In 10 physical 
signs were found on one side and the X-rays 


*Sputum examinations done on these cases were as follows :— 


Sputum 
Not 
Group Cases + _ Obtained 
I 353 128 104 111 
II 3 7 43 33 
Ill 64 15 19 30 
Total 500 160 166 174 
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revealed no tuberculosis on that side but on the 
posite. 

This study of house cases brings out the fact 
that physical examination of the chest done un- 
der good conditions and by experienced men 1s 
uncertain enough to make it dangerous to lay 
too much stress on it alone in any particular 
ease. In other words, whenever we have symp- 
toms suggesting tuberculosis we cannot rule out 
the possibility of a pulmonary process—even of 
considerable extent—-because of a negative 
physical examination. If we return to our own 
series of 107 cases it seems fair to say that in 
the 21 eases incorrectly diagnosed we were led 
astray by the physical examination. The symp- 
toms proved by far the more helpful. 


DISCUSSION 


These results seem to indicate clearly what 
use should be made of the X-ray in the diagno- 
sis of pulmonary tuberculosis. Chest plates 
should be taken on all patients whose symptoms 
suggest tuberculosis, regardless of their physical 
findings. If one allows himself to be swayed 
by the latter in eases that are not definite he 
will frequently err. This is well illustrated by 
two eases in our series which happened to be 
seen on the same morning. 


E. M., O.D.D. No. 107,334, aged 21, a single white 
American female, entered on September 16, 1925, 
for a routine examination before returning to school. 
She had been working very hard in college for the 
last three years, being very prominent in college 
activities besides carrying a scholarship. In the sum- 
mer time she usually worked as a leader in a girls’ 
camp. For the last two years she had noticed that 
she tired easily and had occasional pains in her chest. 
She had very frequent head colds and coughs and 
her appetite had become very poor, but she had lost 
no weight. Her history was otherwise negative, save 
that her father died of tuberculosis year: ago. Physi- 
cal examination revealed a well developed, slightly 
undernourished adult white female. The tonsils were 
enlarged and very irregular. The lungs were entirely 
negative to one of us; the other found nothing save 
a questionable change in breath sounds at the right 
apex. The rest of the examination was also negative. 
Temperature 98.4. Pulse 92. Stereoscopic films of 
the chest reported by Dr. Vogt showed “adhesions of 
both diaphragms. The lungs showed marked infiltra- 
tion at both apices, more on the right, which is quite 
dense and apparently of some standing. Impression: 
—Pulmonary tuberculosis.” 


Here was a girl who entered for physical ex- 
amination to be sure that she was fit to return 
to college. She had quite definite symptoms of 
pulmonary tuberculosis and a suggestive past 
history, but physical examination showed only 
enlarged tonsils. She was considered to be one 
who had been driving herself to work beyond 
her strength both in her school work and her 
extra-mural activities. It seemed quite fair to 
suppose that there was nothing more serious 
present and that she would entirely recover up- 
on adequate rest, regulation of activity and at- 
tention to her naso-pharyngeal condition. We 


would have missed the diagnosis—and probably 
worked considerable harm to the patient—had 
we not taken a routine chest X-ray. In our 
present frame of mind we would have made a 
questionable diagnosis of tuberculosis and 
asked for the X-ray because of the symptoms 
alone. 


M. A., O.D.D. No. 97,905, a 31-year-old American 
housewife, entered on September 16, 1925, for a physi- 
cal examination. Her history was negative until her 
first pregnancy occurred, which terminated three 
months previously in a normal delivery. During 
her pregnancy she developed a chronic cough and 
had on several occasions in the morning noticed small 
amounts of blood in her sputum. Her baby is at 
present being treated at the Children’s Hospital for 
tuberculosis. She has had no cough, night sweats 
or weight loss since her baby was born. Physical 
examination by both of us showed dullness at the right 
apex with increased tactile and vocal fremitus and 
distant bronchial breath sounds. A diagnosis of 
tuberculosis was made and the patient sent to X-ray. 
Dr. Sosman reported “stereoscopic films of the chest 
show no evidence of tuberculosis. The diaphragms 
move equally and well] fluoroscopically.” 


This is a striking example of group II case. 
The history was highly suggestive of a pulmon- 
ary process and the examination seemed to 
agree. Yet the X-ray denied its existence, and 
it is interesting to note that the patient had had 
no primary or secondary symptoms for more 
than three months. A negative report was of 
the greatest value in this ecase,—although it is 
to be understood that this patient should be fol- 
lowed for some time as a tuberculosis suspect. 


In one morning, therefore, the X-ray pre- 
vented us from missing a rather advanced case 
of tuberculosis on the one hand and prevented 
us from making a possible mistake in the other 
direction. 

If we take X-rays on all who have symptoms 
of tuberculosis we shall of course have many 
negative findings reported. We see no way of 
avoiding this at present. On the other hand, 
the positive findings will confirm and elaborate 
our knowledge of the pathology in the cases 
which are easily diagnosed,—those in group I— 
and they will reveal cases which will be missed 
otherwise—those in group III. We feel then 
that these advantages more than offset the dis- 
advantages. In fact, the writers have come to 
be of the opinion that the ideal way of handling 
patients would be to include an X-ray of the 
chest at their first visit. This is of course im- 
practicable as yet. The next best way of avoid- 
ing error seems to be, as we have indicated, to 
lean on the symptoms, and not on the physical 
examination, for guidance in selecting cases for 
X-ray. 

We do not at all mean to imply that the X- 
ray should take the place of the older methods 
of diagnosis, such as frequent examinations of 
the temperature, pulse and sputum. It is 
simply another method, and one of great value 
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in obseure cases and cases where rapid diagno- 
sis is essential. Nor do we wish it to be in- 
‘erred that a negative chest examination by X- 
ray denies the presence of tuberculosis else- 
where in the body, or even in the lungs them- 
selves. As a matter of fact, seven cases which 
showed no infiltration by X-ray were found to 
have tubercle bacilli in the sputum. (See foot- 
note page 621. 


SUMMARY 

A series of patients was studied to deter- 
mine the best criteria for requesting X-ray ex- 
aminations of the chest in cases where the phys- 
ical findings or symptoms suggest pulmonary 
tuberculosis. The results tend to show that 
films should be taken whenever the symptoms 
suggest the presence of tuberculosis, and that 
the physical findings are less reliable guides. 


THE REEXPANSION OF THE LUNG IN EMPYEMA WITH NOTES REGARD. 
ING THE MECHANICAL EFFECTS OF CARBON 
DIOXIDE INHALATION* 


BY EDWARD D. CHURCHILL, M.D. 


Ir an empyema cavity is rendered sterile by 
intensive irrigations with the method of closed 
drainage, it will heal spontaneously on removal 
of the tube; but in the large majority of cases 
the healing of an empyema is accomplished only 
through the obliteration of the cavity before 
removal of the drainage material. This is true 
probably in all cases treated by primary open 
thoracotomy, in those cases of closed drainage 
in whieh a secondary rib resection has been 
found desirable, and in the cases of closed 
drainage where it has been impossible to obtain 
the three negative cultures which indicate that 
the tube may be removed with safety. 

The expansion of the lung is undoubtedly the 
most important single factor in the obliteration 
of the cavity, and its failure gives rise to the 
chronic cavities requiring a thoracoplastie oper- 
ation for their closure. The principal cause for 
the failure of the lung to reexpand is the or- 
ganization of the exudate on the surface of the 
visceral pleura into a thick, inelastic, fibrous 
coat. This complication is found particularly 
in eases where inadequate drainage has 
favored the persistence of infection, in cases 
which have suffered a superimposed secon- 
dary infection with staphylococci, and in 
eases primarily due to infection with the hemo- 
lytie streptococcus. A further cause for in- 
apilty of the lung to expand is found in fibrosis 
and contracture of the lung tissue itself, re- 
sulting from inflammation and persistent ate- 
lectasis. This condition is most frequently met 
with in eases which have been drained by open 
thoracotomy at a stage when the pneumonia was 
yet unresolved. A marked reduction in nega- 
tive pressure in the presence of bronchial exu- 
date appears to favor complete atelectasis*. 

The age of the patient is also a factor in de- 
‘ermining the ease with which an empyema cav- 
‘ty is obliterated. Persistence of a chronic cav- 
‘ty is such an unusual complication in infants 
and young children that its occurrence is at 
onee suggestive of the presence of a foreign 
body, most frequently drainage material in the 


*From the West 
Hospital. est Surgical Service, Massachusetts General 


pleural space. The ready expansion of the lung 
in children regardless of the type of operation 
performed is easily explained if it be recalled 
that at birth the lungs completely fill the thorax 
in an unexpanded condition, and that during 
childhood the chest wall tends to grow more 
rapidly than the lungs. As these organs expand 
to fill the growing chest the negative intra- 
pleural pressure which is the expression of their 
elasticity, slowly increases. 

In the postoperative care of cases of empye- 
ma it is of utmost importance to utilize all pos- 
sible measures which may be employed to pro- 
mote lung expansion, and to determine the 
progress of the expansion by repeated X-ray 
examinations and frequent calibration of the 
cavity with measured quantities of liquid. If 
desirable, recourse may be had to injection with 
a radio-opaque solution to delineate the outline 
of the cavity. 

The following measures are those commonly 
employed to promote the reexpansion of the 
lung, and their importance in the care of em- 
pyema cases cannot be over-emphasized. In 
addition, attention is called to the use of the 
inhalation of carbon dioxide which has proved 
to be a very effective measure in bringing about 
the vigorous respiratory movements which fa- 
vor lung expansion and prevent deformity of the 
thorax. It is obvious that the use of these meas- 
ures must be modified to meet the needs and 
conditions of the individual case, and that the 
existence of complicating factors such as resid- 
ual pneumonia, bronchial fistulae, or hemopty- 
sis call for special consideration. 


1. Early Ambulatory Regime: 


Every effort should be made to get the pa- 
tient out of bed at the earliest moment con- 
sistent with his general condition. This not 
only helps prevent the postural deformities 
commonly met with, but favors deeper respira- 
tory movements and not infrequently affords 
better mechanical drainage of the cavity. 


2. Maintenance of a Negative Intrapleural 
Pressure: 
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In closed drainage with a catheter the end of 
the tube is kept clamped at all times except 
when the cavity is aspirated or irrigated with 
a tightly fitting syringe. Although it is the 
usual thing for these cases to show a small pneu- 
mothorax even with the most careful technique, 
the collapse of the lung is minimal, and the re- 
peated aspirations assure the maintenance of a 
negative pressure within the cavity. This can 
be demonstrated by connecting the tube with 
a water manometer before removing the clamp. 
As the connection between the chest wall and 
the catheter becomes loose, it would seem un- 
likely that the degree of negative pressure main- 
tained is significant except during deep inspir- 
ation. It should be remembered that at the 
conclusion of an irrigation the tube should be 
clamped during a forced expiration. 

Many different types of valvular tubes have 
been described which are employed to exclude 
air from the pleural cavity. The simplest type 
is made by tying a finger-cot or condom on the 
external end of the drainage tube which will 
collapse and prevent the ingress of air during 
inspiration, but which at all times will allow 
fluid to escape. When the patient is in bed a 
water valve may be employed by allowing the 
end of the tube to extend two or three inches 
under water. The difficulty inherent in all 
such procedures arises from the practical im- 
possibility of keeping the connection between 
the tube and the chest wall air-tight for more 
than a few days. Procedures in whieh rubber 
dam is sealed to the chest wall usually lead to 
maceration of the skin and favor secondary in- 
fection of the empyema eavity. The employ- 
ment of such measures in our hands has come 
to be confined to cases in which an open thora- 
cotomy has lead to actual embarrassment of the 
respiration. 

3. Relief of Pain: 

When the drainage tube rests upon an inter- 
costal nerve or presses upon the periosteum of 
a rib, the attendant pain leads the patient to 
avoid any but minimal respiratory movements. 
This splinting of one side of the thorax in- 
creases the tendency toward scoliosis and serves 
to inhibit lung expansion. Pain arising from 
such a source may largely be prevented when 
a rib resection is performed by isolating the 
intercostal nerve and either severing it at the 
medial end of its exposure, or injecting it with 
alcohol. When intercostal drainage has been 
employed, the calibre of the tube may be re- 
duced after the first ten days by which time 
any large masses of fibrin have either been 
evacuated or have become organized. In many 
cases merely a readjustment of the drainage 
tube will bring prompt relief of the symptoms. 


4. Respiratory Gymnastics: 


Deep breathing exercises are of importance 
especially in children to restore the symmetry 


of the thorax and promote the reexpansion of 
lung. Bringing the hands together over the 
head during a full inspiration should be prae- 
ticed at intervals during the day. 


5. ‘Blowing Evercises’’: 


By a forcible expiration the intrapulmonary 
pressure is raised and the lung is literally 
blown out into the empyema eavity. Coughing, 
talking, erying and other expiratory efforts 
against a patially closed glottis are particularly 
effective in creating a momentary rise in intra- 
pulmonary pressure. 

The prolonged expiratory effort which is 
made in the use of the commonly employed 
blow-bottles is an excellent exercise. The im- 
portance of the faithful use of blow-bottles is 
soon appreciated by intelligent and codperative 
patients as they become interested in the re- 
duction of the size of their cavity. The ex- 
ercise may be made more attractive for children 
by adding coloring matter to the water or plac- 
ing floating toys within the bottles. Some chil- 
dren may be stimulated by providing them with 
a pad and pencil to keep a reeord of the num- 
ber of times that the water is blown from one 
bottle to the other. A small reward may be 
promised for certain accomplishments. 

Similar results may be obtained by inflating 
a foot-ball bladder or by blowing soap-bubbles. 


6. Carbon Dioride Inhalation: 


The inhalation of earbon dioxide in the con- 
centration of approximately 5% is at the pres- 
ent time probably the best respiratory stimu- 
lant known. Both the rate and depth of res- 
piration are greatly increased. This long 
known physiological action has been utilized in 
clinical medicine largely through the efforts of 
Yandell Henderson*, and has been found of 
great value in accelerating the elimination of 
certain poisons or drugs by the lungs. Its 
chief use has been found in earbon monoxide 
poisoning, but it has also been used by Hen- 
derson, Llaggard and Coburn‘, and by White* 
to hasten the excretion of ether after anaesthe- 
sia and to aid in the elimination of alcohol *h 
cases with coma (Mudd and Hunter*). 

The use of carbon dioxide in empyema is 
concerned only with the mechanical effects of 
the greatly increased depth of respiration which 
it initiates. As the increase in depth is brought 
about by the promotion of vigorous inspiratory 
efforts, its action on the collapsed lung is 
through the creation of a negative pressure 
within the empyema cavity. In this way it 
supplements rather than replaces the action of 
the positive intrapulmonary pressure which is 
the active force in the blowing exercises. To 
gain the full benefit of the action of carbon 
dioxide, the drainage tube should be clamped 
during the expiratory phase at the beginning 
of inhalation. The force of the negative pres- 
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sure is then exerted on the surface of the lung 
vather than dissipated by the suction of air 
into the eavity. 

The action of carbon dioxide is well con- 
trasted with that of blow-bottles in Figure 1. 


although it is probable that any of the devices 
for utilizing rebreathing would be equally ef- 
fective. The tank is left at the bed-side of the 
patient after he has been instrueted in its use, 
and the duration and frequency of the exercise 


A 6B 


FIG 
carbon dioxide inhalation. 


This is a tracing of the pressure changes in a 
post-pneumoniec empyema eavity of 100° 
capacity taken 40 days after a rib resection, It 
was made by connecting the cavity through an 
air-line with a mercury manometer writing on 
a smoked drum. The effects of coughing, blow- 
ing water bottles and of the inhalation of ear- 
ban dioxide are shown successively. 

This tracing demonstrates the complementary 
action of foreed expiration and foreed inspira- 
tion; the former producing a positive intrapul- 
monary pressure, and the latter a negative in- 
trapleural pressure. In the employment of the 
first exercise the drainage tube is to be left open 
if the lung is adherent; in the second exercise 
the drainage tube should be occluded. 

In addition to the direct effect on the lung 
itself, the efforts made in the deep breathing 
produced by carbon dioxide throw all of the in- 
spiratory muscles into action and restore or 
maintain the symmetry of the thorax. This ac- 
tion is much greater with carbon dioxide than 
with the exercises concerned with forced expir- 
ation, as these latter only utilize the important 
muscles of inspiration during the deep breath 
at the beginning of the procedure. 

: It has been found convenient to use the car- 
von dioxide inhaler as employed by Henderson 
‘1 the de-etherization of post-operative eases, 


C 


._ 1. Tracing of pressures In an empyema cavity in millimeters of mercury with: A, cough; B, blow-botiica; ¢ 


are varied to suit the needs of the individual 
case. The average ambulatory convalescent 
case inhales the gas for five minute periods fif- 
‘een or twenty times a day. As far as is known 
there are no deleterious effects to be expected, 
and in faet the dizziness and other unpleasant 
subjective symptoms which are apt to attend 
too vigorous employment of other respiratory 
yymnastics do not occur with the use of carbon 
dioxide. This is to be expected as the origin 
of these symptoms is chiefly due to the blowing 
off of carbon dioxide from the body. 


SUMMARY 


1. The healing of the majority of cases of 
empyema is dependent on the obliteration of 
the cavity. 

2. The usual methods employed to promote 
reexpansion of the lung are discussed. 

3. The use of carbon dioxide inhalation for 
its mechanical effeets on the lung and thorax is 
deseribed. 
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MODERN MEDICAL TENDENCIES* 


BY JOHN A. ROCKWELL, M.D. 


To cover the ground of modern medical ten- 
dencies in even the most rapid manner requires 
irst a glanee at the evolution of medicine. Told 
«! full length it is one of the most fascinating 
and construetive chapters in the book of man’s 
_ “Address of the President at the Annual Meeting of the 
Massachusetts Homoeopathic Medical Society, Boston, 


April, 1925 


progress, but a bare outline fires the imagina- 
tion and arouses wonder and gratitude. Be- 
ginning with the slowly awakening mind of 
early man and what must have been his dull 
resentment and baffled questioning at suffering 
and death; through the age of beating the tom- 
tom to drive away the evil spirits of pain; 


Hunter, F. 7. 
Jour., 1924, CXC, 971. 
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through the different stages of medical knowl- 
edge, ever growing in importance, when men of 
vision struggled step by step through a jungle 
of difficulties, patiently hewing away the 
growth of ignorance and superstition and prej- 
udice and making the trail clearer for others to 
follow, inspiring them with the will to work, to 
persevere, to sueceed;—we have come to the 
present time and the great modern blessing of 
preventive medicine. 

Hippocrates, ‘‘the father of medicine’’, is 
followed by a long list of famous names and 
great achievements :—Paracelsus, Harvey, Lin- 
naeus, Hahneman, Jenner, Ebert, Koch, Pas- 
teur, Behring, Ross,—to mention only a few of 
‘*the Peaks in Darien’’. And there is another 
list, even longer, of men who have faithfully 
and often brilliantly gone through the steady 
necessary routine outside the spotlight, often 
putting aside their hopes for the sake of pres- 
ent duty, and to them honor is also due. 

What these gifted men have done in biologi- 
eal, bacteriological, and chemical research, and 
the adaptation of their discoveries to the elim- 
ination or control of diseases, may have become 
to many of us the commonplaces of medicine, 
taken as casually as we take all the other won- 
ders of science, but we can not think of the 
world without them. Without their develop- 
ment the present understanding of the human 
body and its limitations and possibilities would 
be greatly curtailed. Dread disease, after 
dread disease, has gone down before the steady 
advance of scientific research and its healthy 
offspring—preventive medicine and preventive 
methods. The great medical discoveries are the 
result of the capacity for taking endless and 
exact pains, combined with a vivid imagination 
and an Antaeus kind of courage which refuses 
to be downed by repeated failure and is willing 
to prove each step true before the next is taken, 
and what might be called materialistic altruism. 
Science is imagination mixed with brains and 
patience, and its aim is truth. 

In our own lifetimes we have seen yellow 
fever, diphtheria, typhoid, lose their terrors. 
Tuberculosis is no longer the devastating plague 
it once was, and preventive medicine is swiftly 
bringing it under control. Cancer is being 
studied with the unswerving determination of 
finding its causes and also finding a safeguard 
and cure. The ever growing knowledge of the 
many causes of kidney and heart disease, some 
of them unsuspected a few years ago, is giving 
added protection to these organs in time of 
health, and greater possibilities of eure when 
attacked by disease. Work on the ductless 
glands is steadily progressing, as well as in all 
branches of that insidious disease—anemia. It 
looks like very lean times ahead for diseases, 
for one and all they are marked for mastery. 

In this great onward sweep of health, pre- 
ventive medicine and methods have borne their 


full share of responsibility and honor. Think 
what vaccination, inoculation, pasteurization, 
and sanitation, have done for the world. The 
ideal of the medical profession has become one 
of preventing illness, of keeping people well. 
In the days of our grandmothers, or even our 
mothers, children were believed to be born to 
trouble in the way of measles and scarlet fever 
and whooping cough, which were calmly and 
fatalistically called ‘‘children’s diseases’’; but 
nowadays, child after child is growing up with- 
out any experience of sickness beyond a ‘‘cold’”’ 
once in a while, and even those are doomed by 
preventive medicine. People look rather 
askanee at children who go through the old- 
fashioned round, and the family physician calls 
in the plumber, and also has the milk supply 
inspected, and the children themselves are in- 
spected from top to toe. 


The majority of established general practi- 
tioners realize the importance of this great pow- 
er to help, which preventive medicine and 
methods gives them. The public has absorbed 
avidly all possible information, and, sad to say, 
sometimes misinformation, and although it of- 
ten cheerfully puts the cart before the horse, the 
desire to know has been awakened in the lay 
mind, and the physician is quick to take ad- 
vantage of the opportunity it offers to drive 
home the faet that the publie must bear its full 
share in the responsibilty of seeing preventive 
methods of all kinds, which have taken so much 
research to achieve, are carried out. If a king- 
dom can be lost ‘‘all for the lack of a horse- 
shoe nail,’’ so health and life may be lost by 
carelessness in observing the rules of preven- 
tive medicine. It is heartening to see how deep 
the interest is becoming, and an illuminating 
example of the application of preventive meth- 
ods is found in the work of the Federal Public 
Health Service and shows the tremendous 
strides toward bettering conditions which have 
been taken. In 1798 its initial efforts toward 
improving public health were confined to ‘‘sea- 
men of the Merchant Marine.’’ Today its ram- 
ifications include uniform practices at quaran- 
tine stations throughout the country resulting 
in a great benefit to commerce, as well as pro- 
tecting the public health. This same depart- 
ment has met the problem of drinking water 
supplies on interstate carriers, has .supplied 
rural America with local health service, dis- 
tributing health information through every 
channel, including radio broadeasting, has es- 
tablished venereal clinics throughout the nation, 
controls interstate traffic in biologie supplies, as 
well as carrying on scientific research; all of 
which service is in close liaison with State 
Boards of Health and medical associations. 
General health education given in the public 
schools, and popular lecture courses by mem- 
bers of different medical faculties, are among 
the numerous methods used to disseminate 
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knowledge. Various clinics, especially baby 
hygiene and tuberculosis associations, have done 
a huge work in reducing baby mortality and the 
‘‘White plague’’. 

On the more individual side one sees, all 
along the line, the application of preventive 
ideas—periodie health examinations by the 
family physician with their resulting home ed- 
ueational value: the corrective work done by 
the physical education departments of our uni- 
versities, as well as the public discussion by 
their medical departments as to causes, prog- 
ress, sequelae of disease: vital resistance, per- 
sonal hygiene, temperance; all of which pre- 
vent suffering and economic loss. 

This great advance in learning and oppor- 
tunity which scientifie research has made pos- 
sible for the medical profession is also begin- 
ning to east a shadow over it, for it is slowly 
developing a very real danger both to the pro- 
fession and the publie alike. It is simply that 
we are progressively losing the art of medicine 
as we climb its seientifie heights. The fascina- 
tion, thralldom almost, of intensive study in 
some special department of medicine or surgery 
is steadily attracting more and more medical 
students to the branch of specialization, and is 
thus, as steadily, depleting the number who de- 
cide to be general practitioners. This holds the 
promise of a sea of trouble in the future for 
there is no doubt of the looming danger of the 
passing of ‘‘the family doctor’’. It is a matter 
which should be faced now from all angles, and 
not allowed to drift until some fine day we 
wake up to the fact that the general practition- 
er is as extinct as the dodo. There is plenty of 
room for both branches of specialist and gen- 
eral practitioner, and both are absolutely nec- 
essary to the world’s welfare, and the old trad- 
itions and practices of the profession are too 
precious to be lost. The general practitioner 
holds a very special niche in the world’s needs, 
and young men who are taking up medicine as 
their life’s work should think seriously of the 
matter. A splendid past should spur us on to 
achieve a splendid present, or we are traitors 
to the future. That is one of our human re- 
sponsibilities—not to ‘‘let down’’ the future, 
to have no weak steps in the stairs we build. 

The seience of preventive medicine has not 
as yet achieved its aim of keeping all the people 
well all the time, and so eonvalescence is still 
among those present, but prevention, in its wis- 
dom, insists it must be a guarded convalescence. 
“The stream of life is ever toward health— 
‘he normal—and one must be careful not to in- 
‘erfere with nature’s processes.’’ The simple 
ays of the doctor’s saying ‘‘don’t do too 
mueh,’’ and letting it go at that, are long 
passed, and laboratory findings and physical 
examinations form the basis of positive advice 
in each individual ease. Why put the respon- 
sibility of his convalescence on the patient’s 


shoulders and expect him to comprehend his 
physical limitations without help? A new set 
of duties begins for the physician with the 
*‘normal chart’’ readings, and include instruc- 
tion about diet, exercise, the care of the intes- 
tinal tract, massage, rest, sleep, oceupation and 
mind distraction. Instructions have to be ex- 
tremely specific and extremely tactful to a sick 
person, and wide general experience together 
with a sympathetic understanding of human 
nature are necessary to qualify one to success- 
fully meet this difficult time of recuperation. I 
speak of the need of tact in the treatment of 
convalescents because the subconscious desire of 
each one of us is to believe himself on the high- 
road to health, which is, of course, a great help, 
but makes him resentful of being held back. A 
physician knows there are, unfortunately, many 
reasons, chiefly business, financial, or family, 
which turn a docile patient into a more or less 
fidgety impatient during the time of convales- 
cence, and he must use his knowledge of the 
patient’s temperament to convince him he is 
impersonating the tortoise, for the time being, 
not the hare, and if he will act the part as it 
should be done, and ‘‘make haste slowly’’, he 
will win the prize of health. It is now under- 
stood that the depletion of the stores of energy 
is responsible for fatigue, hence the recupera- 
ting power of rest which permits restitution of 
the loss. It is one of the problems of a phys- 
ician to find a way to make the idea of it at- 
tractive to a convalescent, after a certain stage 
has been reached, and not as irritating as the 
proverbial red rag to a bull. 


Another medical tendency of today, as pre- 
ventive medicine approaches the highest hopes 
of suecessful application, is for a physician to 
give advice to normal and healthy persons in 
active life. This is in line with what I have 
already said of no longer waiting for the S OS 
eall of despair, but to take time by the forelock 
and teach one’s patients the sense, and economy 
also, of preventive measures of all kinds for all 
ages. They must learn the pleasure not only of 
getting well, but of keeping so. In other words, 
the physician expects to keep his celientéle 
healthy and vigorous by selected and discrim- 
inating suggestions which the individual in 
question requires. The expectant mother should 
be thoroughly informed of the approaching 
events, and also told about safe-guarding the 
ehild’s future in many ways. The nursing 
mother should be guarded against outside activ- 
ities of a multiple nature which not only dis- 
tract her from her devotion to her child, but 
also indirectly interfere with her function as 
the nutritional essential to her offspring’s 
health. The problems of food, exercise, recre- 
ation, clothing, sleep, and personal hygiene, are 
all matters which should be under the guidance 
and control of the physician in his family prac- 
tice, and he should be on the outlook for slight 
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abnormalities and meet them as they arise. 
During the adolescent period very definite in- 
telligent instructions should be given both boys 
and girls. Properly given, this offers tremen- 
dous assistance to parents in meeting this vexed 
problem, and a physician often finds that par- 
ents, themselves, need advice about how to help 
their children at this time, for, strange as it 
may seem, many of them appear to have no 
comprehension of the situation. The nutri- 
tional side should inelude advice about dietie 
defects which might create one or another group 
of symptoms and thus might interfere with the 
best development of the individual; also the 
possibilities of tooth, throat, sinus, and intestin- 
al foeal-infections must be gone into; also the 
protection against disturbed sleep, often due to 
over-eating, over-excitement and fatigue, is a 
‘inst important feature at this stage of life 
and has received altogether too insignificant 
attention. 


The habits shown in young adult life will 
react graphically to just what degree the earlier 
training and educational efforts have been sue. 
cessful. Here again, loss of sleep, poorly se- 
lected food, the normal failing of ‘‘ know it all’”’ 
in young men and women, (often used to hide 
the fact they really do not know at ali and 
would not have you suspect it,) acting in a 
foolhardy manner, thinking they are demon- 
strating evidence of courage, the causes of self- 
consciousness and lack of self-confidence: al] 
these are definite signs of youthful misjudg- 
ment which it is the physician’s duty to contro! 
with sympathetie understanding. Ambition 
and the keen interest in life must be kept ablaze, 
but must be directed, and a good many words 
of warning can be dropped into the incredulous 
present sub-consciousness of youth which may 
appear in later years and serve as a timely drag 
on the wheels of exertion. 

In mature adult life, (the storm center of 
progress,) prosperity and the habits of applica- 
tion of the well-trained man or woman, whose 
earlier environment has been properly safe- 
guarded, eall for less in the way of preventive 
measures. This age finds a better balance in all 
things emotional and mental, and the dangers 
which befall many at this time, especially to- 
ward the latter part, are, the grip of a strenn- 
ous business or social life is allowed to tighten, 
adequate sleep is apt to be disregarded, and 
there is often a tendency to overeat, or under. 
eat, or eat an unbalanced diet, and exercise is 
either insufficient or erratic: all dangers which 
ean lead to disaster. It is also the period when 
the thrilling heights of conscious and perfect 
health are reached, and so it is the age that 
burns the candle at both ends, and says smil- 
ingly, 7 

‘‘But oh my friends, and oh my foes, 
It gives a lovely light.’’ 


With the next decade comes a subtle change, 
often caused by mind and matter being a bit — 
at odds. To quote from an old and amusing 
print showing ‘‘The Ages of Man,’’ 


‘*Strength fails at fifty, but with wit, 
Fox-like, he helps to manage it.’’ 


Nowadays, however, we know if we allow our 
strength to fail too fast, our wit is not to be 
counted on either. Stevenson, and the others, 
ill, or growing old, or both, may serve as the 
great exccptions, but the rule still stands—to 
have our brains at their best, our bodies must 
be also. 

No one grows old nowadays in the old-fash- 
ioned meaning of the term, and advice given to 
this group, no matter in what walk of life, is 
difficult of accomplishment. Janus-faced, they 
might be called, looking back a little longingly 
at youth, and forward a little reluctantly to the 
coming years. None of us wishes to acknowl- 
edge the fact that the vears have begun to take 
their toll, and beeause of this it is often the 
time of great explosions and disasters of many 
kinds. The family physician must be ever 
ready with his preventive ideas, taking each one 
of his patients at his or her own special angle. 
We must learn, not so much to grow old .grace- 
fully, as to cease being young gracefully. 

As we pass on into succeeding decades a 
physician finds the ever present antipathy to 
acknowledge physical powers of today are not 
what they were, is steadily growing stronger, 
and it takes much judgment and finesse to con- 
vince people that a let-down of activities and 
the protection of bodily funetions must be re- 
alized. Iluman machinery, like any other, 
shows the wear and tear of years, and the ma- 
jority of mankind must be guarded against 
themselves, because, as we all know, it is an 
ingrained belief in most of us, that disaster may 
come to others, but not to us. The privilege of 
age, the will to know, and the will to do, are 
all too often used as excuses to over-rule that 
which is best for the individual. Serenity of 
mind is a great preventive of many ills, and 
the heat and fever of our strenuous days should 
drop from us naturally during these later 
years. It should be the time of curtailed effort 
and a calm outlook on life colored with the wis- 
dom we are supposed to gather on our journey, 
and as our sun sinks low in the west we sud- 
denly will realize the great campaign of pre- 
ventive medicine has already changed the last 
years of life from the pitiful and subtly tragic 
‘‘lean and slippered Pantaloon’’ to years cap- 
able of great usefulness and happiness. And 
it is the aim of preventive medicine to better 
Shakespeare, and instead of an old age 


**Sans teeth, sans eyes, sans taste, sans every- 
thing,’’ to have it, 


Cum teeth, cum eyes, cum taste, cum every- 
thing. 
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And even add a worthwhile decade or two to 
‘he span of life. 

The modern physician’s scheme for upbuild- 
ing and strengthening the human structure, to- 
cether with guarding the activities of his pa- 
tients through sueceeding years, and maintain- 
ing high standards of physiological functioning, 
is similar to the mechanical device used on mot- 
or trucks and known as a ‘‘governor’’. This 
accessory limits the maximum speed without in- 
ierfering with legitimate degrees of progress. It 
prevents the machine being forced beyond its 
greatest efficiency, and insures a longer life with 
a higher average of usefulness. 

This parallel seems peculiarly apt, for a 
physician must advise, develop, and protect 
the best that is in the individual, and prevent, 
through wise counsel, the overspeeding in any 
of his fields of endeavor, without which advice 
a man may wreck his structure before his time. 
or be unable to maintain full eapacity for nor- 
mal accomplishments. We should feel a com- 
mon interest in this matter of individual pro. 
tection and eliminate the disease so often called 
by foreigners ‘‘The American Disease’’, i.e. 
over-speeding and rushing beyond the limits of 
human endurance. We might eall it The Great 
American Nullification Act, for it brings to 
naught much of the splendid work of preven- 
tive medicine. There is not much gain in es- 
caping a Seylla of diseases only to fall into a 
Carybdis whirlpool of self-made exhaustion. 


Preventive medicine has saved untold suffering 
and uncounted hours for the human race, and 
this added health and time should be used to 
better advantage than in a breathless nerve- 
racking pursuit of business or pleasure. To 
escape the breaking point by a wide margin 
does not mean one is rusting out; it means one 
has gained the power to appreciate the worth- 
while things of life. To the very young it may 
mean we are most decidedly ‘‘of age’’, (as 
voters may say in New York,) but in a few 
years they, too, will realize it truly means we 
know that health can make life far more vivid 
and interesting than any nervous and exhaust- 
ing search for excitement ever can. It is the 
part of the general practitioner to make this 
more fully understood and acted upon. He 
must be the ‘‘governor’’ to the human machines 
put under his inspection and care. 

In all sineerity the physician tries to apply 
in his daily rounds the spirit of service and per- 
sonal sacrifice, and bring home to his patients 
a better understanding of the high aims of the 
Art and Practice of Medicine. And when we, 
physician and patients alike, have run our 
course, and an end has come to our day, may 
we meet the test— 


‘*For when the One Great Scorer comes to write 
against your name, 

He writes not that you won or lost, but how 
you played the game.’’ 


PUBLIC HEALTH AND THE FEDERAL GOVERNMENT 


BY JAMES A. TOBEY 


Auruoucu the eare of the publie health is, 
under our system of government, entrusted 
primarily to the individual states, the national 
government appropriates annually for public 
health purposes about three quarters as much 
as do all of the states combined. The total 
official and private expenditures for preventive 
medicine in the United States from national, 
state, and local sourees, are estimated to ag- 
vregate about $75,000,000. Of this sum the na- 
‘ional government contributes one-fifth, and it 
's, therefore, the largest single public health 

veney in the country. 

To eall this a ‘‘single’’ ageney is, perhaps, in- 
accurate. The federal service may be a unit as 
far as colleeting and controlling the funds used 
‘or health work, which, incidentally, comprise 
only one-half of one per cent of the total na- 
onal yearly budget; but when it comes to the 
cisbursement of this $15,000,000, the unity 
coauses. There is no one central health agency 


m our government as there is in Great Britain, 
‘rance, Germany, and a dozen other countries 
ministries of health have been estab- 

Instead, public health activities are 


where 
ished. 


earried on by the United States in each of the 
ten executive departments and in several of the 
independent offices besides. Of the hundred or 
more major administrative units of the na- 
tional government, fully one-third are coneern- 
ed directly or indirectly with some phase of, 
public health. In only half a dozen instances, 
however, can public health work be said to be 
the primary funetion of a particular bureau. 
In the other eases it is secondary, though such 
work may also be important, or else it is a more 
or less casual activity, subordinated entirely 
to the general scope of the bureau. 

The present system with its lack of correla- 
tion is obviously wrong. Under the Constitu- 
tion, the national government does have certain 
proper health funetions. These inelude the 
power over foreign and interstate commerce, 
the power to tax and incidentally to regulate, 
the power over the territories and federal res- 
ervations and the citizens thereof, and various 
miscellaneous powers, such as the making of 
treaties. These powers, with respect to national 
vitality, have been exercised to some extent al- 
most since the time of the adoption of the Con- 
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stitution in 1789. It is only since the last dec- 
ade of the nineteenth century, however, that the 
federal government has expanded its public 
health work. It was not finallly conceded until 
1893, for instance, that maritime quarantine 
was a federal rather than a state matter. 

Thus, in the endeavors to keep disease from 
entering the United States, and to prevent dis- 
ease from spreading from state to state; in the 
interests of developing methods to cope with 
morbidity and of informing the public about 
such methods; and in the desire to proinote 
national vitality generally, Congress has from 
time to time passed many laws relating to public 
health. These laws have, naturally, required 
agencies and appropriations for their enforce- 
ment. As a consequence, portions of the $15, 
000,000 granted for public health go into quar- 
antine; medical inspection of immigrants; con- 
trol of biological products in interstate com- 
merce; enforcement of the federal pure food 
and meat inspection laws; conservation of the 
health of the Indians, and other wards of the 
government; codperation with the states in such 
matters as the protection of maternity and in- 
fancy, and rural hygiene; enforcement of taxa- 
tion laws on narcotics, white phosphorus 
matches; and other commodities; and, finally, 
research and instruction of the public. Whether 
all of these laws are justified or not may be a 
question, and in respect to such matters as 
federal subsidies to the states it is very much 
of a question at present. 


In addition to these public health duties, it 
might be remarked that the national govern- 
ment undertakes many medical relief activities. 
For medical and hospital care of veterans, for 
eare of the government insane, of other wards 
of the government, and for relief to its em- 
ployees, more than three times as much is spent 
as for preventive or public health duties. It 
is not beyond the realm of possibility that more 
money efficaciously expended for prevention 
would have reduced and would in the future 
diminish the amount necessary for relief and 
cure. 


In order to attempt to correct the present 
dispersed condition of federal health work, a 
bill (H.R.10125) to eodrdinate the public health 
activities of the government has been intro- 
duced in the House by Representative James S. 
Parker of New York, who is chairman of the 
Interstate and Foreign Commerce Committee, 
to which committee the bill has been referred. 
On March 8th, when this bill was entered, it 
was one of about 14,000 bills which have been 
introduced in the first session of the Sixty- 
ninth Congress. Little of this legion of legis- 
lative material is of interest to physicians and 
sanitarians, but the Parker bill is of real im- 
portance. This measure was drafted after con- 
sultation with eminent representatives of the 
public health profession, who for almost the 


first time in the history of American public 
health were agreed as to what they wanted. It 
has the approval of the Surgeon General of the 
Public Health Service. 

This bill, ‘‘to provide for the codrdination of 
the public health activities of the Government,’’ 
authorizes the President, whenever he finds 
that it will promote greater efficiency in the con- 
duct of public health work by the Government, 
to transfer by Executive order to the Public 
Health Service all or any part of any execu- 
tive agency, other than an agency of the mili- 
tary or naval forces, the War Department, the 
Navy Department, and the United States Veter- 
ans’ Bureau, engaged in carrying on a public 
health activity. In lieu of such transfers the 
President would be authorized to direct that 
officers of the Public Health Service should be 
detailed to other executive agencies to supervise 
or codperate in public health work undertaken 
by them. The Surgeon General would also be 
authorized to detail officers when requested to 
do so by other departments, or to detail them to 
outside educational and scientific institutions. 
Facilities of the Hygienic Laboratory could 
likewise be made available to health officials 
and scientists engaged in special studies. 


An important provision of the bill is that 
which would give to properly qualified scien- 
tists a commissioned status the same as that 
now enjoyed by medical officers. Thus, sani- 
tary engineers, dentists, and other scientists 
would be appointed by the President after ex- 
amination and upon recommendation of an ex- 
amining board convened by the Surgeon Gen- 
eral. A nurse corps, similar to that of the 
Army, would also be created. There would be 
established a national advisory health council 
of thirteen members, representing the public 
health profession of the country. 


If this measure should be adopted, the Presi- 
dent could by Executive order terminate the 
present scattered condition of federal health 
activities. The Public Health Service is an ap- 
propriate nucleus for the codrdination of such 
work, for it is the oldest, largest, and best 
equipped health agency of the government. It 
is, in fact, the only bureau which now is ex- 
clusively devoted to public health duties, though 
there are divisions of other bureaus which do 
nothing but health work. Thus, the Division 
of Vital Statistics of the Bureau of the Census 
in the Department of Commerce does the na- 
tional health bookkeeping. There is general 
agreement that this function should be trans- 
ferred without delay to the Public Health Ser- 
vice. 

A comprehensive study of all the health ac- 
tivities of the government has recently been 
completed under the auspices of the Institute 
for Government Research of Washington, D. C., 
and will be issued this spring as a book en- 
titled ‘‘The National Government and Public 
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Jiealth.’”’ The information compiled in this|on studies in the field of industrial hygiene; 


volume should serve as the basis for determin- 
‘oe transfers and changes in federal health 
work. This study, which consumed a year and 
« half, was made with the advice of a group of 
eminent physicans and sanitarians, and a com- 
mittee of the American Public Health Associa- 
jon has also kept in touch with this project. A 
delegation of prominent sanitarians visited the 
President on January 14, 1926, and urged the 
desirability of early action on codrdination of 
health resources. 

The plan for correlation of federal health 
activities, as reported by the Institute for Gov- 
ernment Research, recommends that considera- 
tion be given to the transfer to the Public 
Ilealth Service of the Division of Vital Statis- 
ties, as mentioned above; St. Elizabeth’s Hos- 
pital, the Government institution for the in- 
sane; certain nutritional research now per- 
formed by the Bureaus of Chemistry and Home 
Economies of the Department of Agriculture; 
and the Medical Division of the Office of Indian 
Affairs of the Department of the Interior, ex- 
cept that in this last case the medical person- 
nel, though attached to the Public Health Ser- 
vice for purposes of scientific direction, would 
be detailed to the Commissioner of Indian Af- 
fairs for administrative direction. It is also 
recommended that the Children’s Bureau, now 
in the Department of Labor, should be under 
the direction of the same Cabinet officer in 
charge of other federal health activities. 

The detailing of medical and scientific per- 
sonnel should be made to: the Division of 
School Hygiene of the Bureau of Education 
(Interior Department); Bureau of Labor 
Statisties (Labor Department), which carries 


and to the Bureau of Animal Industry, Bureau 
of Dairying, and Extension Service, all of the 
Department of Agriculture. Medical officers 
are already detailed under existing legal auth- 
ority to the Bureau of Mines (Commerce), Con- 
sular Service. (State), Bureau of Immigration 
(Labor), Coast Guard (Treasury), Bureau of 
Chemistry (Agriculture), and the Alaska Div- 
ision, Bureau of Education (Interior), which 
attempts to care.for the health of the natives 
of Alaska. 

Nearly half a century ago, the United States 
had a National Board of Health. It was created 
in 1879 for a four year period, its activities 
were restricted by Congress in 1882 to studies 
of cholera, yellow fever, and smallpox, and the 
act establishing it was repealed in 1893 after 
the board had been dormant for a decade. An 
attempt to secure another national bureau of 
health was made in 1910 and 1912 during the 
presidency of Mr. Taft, but was not successful. 
The present scheme calls for no expansion of 
federal health functions, but merely for a bet- 
ter arrangement of existing activities. It does 
not even provide for an assistant secretary for 
public health, though such an official might be 
desirable, and may eventually be secured. 

The indications are that the Parker bill has 
a good chance of passage. In the opinion of 
eminent sanitarians, the adoption of this meas- 
ure would be the most progressive step in the 
enhancement of the opportunities for more ef- 
ficient operation in the field of national vitality, 
which has been presented during the last fifty 
years. The bill ought to pass if the medical 
profession and the public health profession 
make it a business to see that it does pass. 


A PERSISTENTLY PATENT URACHUS 
BY WELLER VAN HOOK, M.D. 


On two previous occasions I have reported 
developmental anomalies of the urachus. The 
first® ease was that of a baby that developed 
-ppurative inflammation in a_ eystically 
dvated urachal remnant. The tract became 
ob ‘terated under treatment. 

The second case was that of a woman of 
twenty-three years who suffered from a slight 
discharge at the umbilicus that became puru- 
‘ent, necessitating extirpation of a urachal 
remnant. 

‘third ease of this type of developmental 
anomaly came under my care recently in the 
verson of a man of eighteen years who was suf- 
‘ering from acute appendicitis of about five 
cays’ duration, with perforative but localized 
peritonitis. When about to study the appen- 


"Am, Jour, Obst., 1894, XXIX, 624. 


dicitis conditions the unusually deep umbilical 
depression, about seven-eighths of an inch in 
diameter, was seen to be filled with urine. The 
attending physician stated that part of the 
urine had escaped at the umbilicus from the 
boy’s birth and that nothing had been attempt- 
ed for its relief. The amount of urine lost at 
the umbilicus varied with the pressure rela- 
tions. The large patulous umbilicus could be 
seen to be patent, the opening, near the center 
of the navel, being about two millimeters in 
diameter. A probe passed down to the blad- 
der when the operation was done. There were 
no other malformations. 

Upon operating for the appendicitis I deter- 
mined to give relief at the same time to the 
urachal anomaly, especially as the emergency 
conditions were such that it seemed probable 
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that no serious difficulty would arise from com- 
hining the two procedures. 

Accordingly, at the operation, the umbilicus 
was separated from the surrounding skin and 
connective-tissue, somewhat more skin being re- 
moved at the lower part of the navel, and the 
skin wound was extended downward to the blad- 
der region. The umbilicus, with the upper 
end of the persistent urachus and the two 
hypogastric vascular cords, was now raised out 
of the wound under a little tepsion. The con- 
nective-tissue between the two rectus sheaths 


was then split and the raised mass, consisting of 
umbilicus, urachus, hypograstric strands and 
a little connective-tissue, was drawn up and 
stripped, by gauze tampon dissection, from the 
surrounding fat and the underlying periton- 
eum. The latter phase of the work offered no 
difficulty. It was not necessary to open the per- 
itoneum or to interfere with it in any way. 
The intestines were observed to lift the peri- 
toneum, as they underwent peristaltic move- 
ment, and showed in outline beneath it. 

The mass having been stripped down as a 
fairly narrow strand to the bladder, a good eat- 
gut ligature was tied well about the isolated 
tissue near the vesical end and the strand was 
divided with the scissors above the ligature. 
The recti muscles and their sheaths were 
brought together with chromicized catgut 


stitches and the skin closed with silk-worm gut. 
A small gauze drain was left at the lower angle 
of the wound. <A compress wet in strong anti- 


septie solution was placed over the wound, and 
the appendicitis operation was done. Pus was 
found about a perforated appendix and drains 
were left. 

The patient made a normal appendicitis re- 
covery under the conditions. The urachus 
channel suppurated mildly after some days and 
urine escaped for about three weeks, but ceased 
under routine treatment. The boy is now in 
excellent condition; both wounds have granu- 
lated up with strong scar-tissue. 

Legueu (Clinic de Necker, 1922) cites the 
thesis of Jean Monod, 1899, regarded by him as 
quite complete and containing the collected re- 
ports of 56 cases, the single cases of Kirmisson, 
of Imbert, of Pachet, of André and of Boeckel. 
He does not cite my eases nor does he refer to 
the classical work on The Diseases of the Um- 
bilicus by Cullen! His own single observation 
may be briefly summarized: 

Boy, six years, had passed his urine from 
birth through the umbilicus; wore an apparat- 
us. Legueu began his incision four finger- 
breadths above the pubes and earried it up to 
a point just above the umbilical fistula. The 
badly formed linea alba, slightly stretched, was 
divided down to the praevesical tissue. The 
fistula was circumscribed by a cireular incision 
that opened the peritoneum at the umbilical 
level. The peritoneal incision was completed 
downward to correspond with the superficial 
wound. The bladder, elongated conieally up- 
ward, was associated with a persistent urachus 
that was practically a part of it. This seemed 
very large. For no stated reason other than 
that the bladder seemed large the top of the 
bladder was resected and sutured. The peri- 
toneum was closed above and behind the 
bladder. 

Two phases of this operation seem unneces- 
sarily severe. There seems no reason why the 
peritoneum was opened; it seems probable that 
the urachus would have stripped off the peri- 
toneum as well as it did in my own ease. And 
there seems to have been no reason for the re- 
section of the bladder, which is known to adapt 
itself with the utmost ease to capacity require- 
ments. The opening of the peritoneum or the 
resection of the bladder, if done in many cases, 
might occasionally cause death and should not 
be a part of routine treatment. 
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AN ISOLATED CASE OF ERYTHEMA ARTHRITICUM EPIDEMICUM 


BY KATHARINE DODD, M.D. 


Tue following case which was seen at the 
liarriet Lane Home of the Johns Hopkins Hos- 
pital in June 1923 is apparently an instance of 
the disease, erythema arthriticum epidemicum, 
reported in this Journat on February 18, 1926, 
by Place, Sutton and Wilner as a new type of 
disease. 

The elinieal and laboratory findings corres- 
pond almost exactly with those reported by the 
Boston physicians. However, the Baltimore case 
was, as far as could be determined, an isolated 
ease and the etiology was more probably rat 
bite than contaminated milk as was suspected in 
the eases recently reported. 


SUMMARY OF CASE 


The patient, Carrie S—, a ten year old white girl, 
was admitted to the hospital on June 8, 1923, com- 
plaining of fever and headache. The onset of the ill- 
ness was three days before when the child awoke 
with a wound on her left hand which her mother at- 
tributed to the bite of a rat. That afternoon she 
complained of not feeling well. The next day she 
was feverish and had a severe headache. She vomit- 
ed once. The headache and fever continued through- 
out the third day and there was extreme anorexia 
so that the child ate nothing. The mother noticed 
that she began to breathe rapidly. 

On admission to the hospital the child lay on her 
side with her eyes closed. She was breathing rapid- 
ly and looted ill. She answered questions rationally 
but lay quite still and would not move when asked to 
do so. There was a well marked herpes labialis. The 
skin of the proximal phalanx of the little finger of 
the left hand was tense and shiny and there were 
two pin head wounds on the inner surface. The 
pharynx was mildly injected. Over the entire right 
lung the breath sounds were suppressed but normal 
in quality. The percussion note of the lungs was 
normal. 

‘the day after admission a widely distributed 
maculopapular eruption appeared over the trunk, 
arms and legs. The eruption involved the soles of 
the feet where a few petechial hemorrhages were 
found. The child complained so bitterly of pain in 
‘he muscles of the left leg and pain on motion of 
‘he same leg that a surgeon was called in consulta- 
tion, but no surgical condition was found. 

By the next day the eruption was fading, except 
on the soies of the feet where there were a few 
superficial blebs and pustules. The child cried with 
pain on motion of her arms and legs and even her 
lingers. 

The pain in the joints continued almost unabated 
until June 18th, thirteen days after the onset of the 
Liness. At this time the child began to move her 
fingers voluntarily and three days later was able to 
st up in bed and move all her joints without pain. 
At no time wus there uny swelling or redness of the 
joints. No definite signs of pneumonia developed. 


The child was discharged well on July first. 
On admission the temperature was 103.8°, the pulse 
The white blood count was 


112, respiration 32. 


14,400. The temperature remained elevated for the 
first five days after admission, fell to normal, rose to 
100° and was again slightly elevated for nine days. 
A vaginal smear was negative for gonococci. The 
blood Wasserman was negative. A roentgenogram 
taken June fourteenth, six days after admission, was 
reported, “Lungs clear.” Two blood cultures, the 
first made on the day of admission and the second 
made five days later, both showed after five days 
of growth small greenish colonies, all deep in the 
plate. The colonies were composed of gram negative 
rods varying in length from long filamentous forms 
to short almost coccus like forms. On these fila- 
ments appeared after many days of growth occasional _ 
swellings which were thought to be spores. The 
organism did not grow when transplanted in the more 
usual labvratory media, but grew well deep in ascitic 
agar. A third blood culture, taken July first, at the 
time of discharge, was negative. 


A rather careful search of the literature dis- 
closed no similar case report. The organism did 
not correspond to any which was known to be 
the cause of a well known disease. Although 
the bite of a rat was presumed to be the prob- 
able mode of entry of the infection, the his- 
tory of rat bite was not very clear, and a sister 
who suffered from a lesion of the hand similar 
to the patient’s was not ill. The case remained 
undiagnosed until this year when the writer 
noticed that, with the exception of the fact that 
the organism obtained from the blood culture 
grew only deep in somewhat special media, the 
case was practically identical with those re- 
ported from Haverhill, as erythema arthriti- 
cum epidemicum 


NATIONAL BOARD OF MEDICAL EXAM- 
INERS 


RECENT DIPLOMATES DISTRIBUTED BY SCHOOLS 


Durine the calendar year of 1925 there were 
206 physicians who completed their credits in 
the National Board’s examinations by having 
passed Part III. All have been awarded the 
Certificate of the National Board to be deliv- 
ered upon the payment of the final installment 
of the fee. The Medical Schools from which 
these diplomates graduated are as follows: 


Harvard 38 Virginia 7 
Pennsylvania 26 Oregon 6 
Rus 25 Minnesota 5 
Johns Hopkins 16 Buffalo 4 
Woman’s 10 Columbia 3 
Washington 9 Creighton 3 
Yale Illinois 3 
Cornell 7 Pittsburgh 3 
Jefferson 7 Vermont 3 
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CASE 12141 
CHILDREN’s Mepica, DEPARTMENT 


A Jewish boy seven years old entered Octo- 
ber 31. He had been unconscious since morn- 
ing. 

His family history was good. The living con- 
ditions were not. The family lived in a street 
floor flat, with very little sunlight and poor ven- 
tilation. 

At six months old the boy had a convulsion 
of unknown nature lasting five minutes. At 
two years he had measles, at three years chick- 
enpox. The May before admission he had red, 
painful and swollen joints. At the Out-Patient 
Department a diagnosis of subacute articular 
rheumatism was made. October 1 by the advice 
of the Out-Patient Department his tonsils and 
adenoids were removed at this hospital, and he 
was kept in bed for two weeks. He then got up 
and went to school, feeling fairly well. He was 
sent home by the teacher on account of cough, 
and went to bed again. A week before admis- 
sion to the hospital he began to vomit three to 
five times a day after paroxysms of coughing. 
The vomitus was white and frothy; onee the 
day before admission it was green. Three days 
before admission he was up and playing. Next 
day he stayed in bed. The following day he did 
not speak, but answered questions by nodding 
his head. At noon he began to have bilateral 
convulsions, worse on the right side. The 
morning of admission when his mother picked 
him up he had a convulsion lasting ten min- 
utes, characterized by twitching of the neck and 
mouth muscles. When put to bed he had three 
or four reeurrences. A _ physician who was 
called found him unconscious. 

In the Emergency Ward paralysis of the 
right side was discovered. A lumbar puncture 
gave clear fluid under no pressure, with no 
block; two cells. 

Examination showed a well nourished boy, 
rather large for his age, unconscious, econvul- 
sive and eyanosed, requiring oxygen. The skin 
was cold, clammy, mottled and eyanosed. There 
was an evanescent strabismus, nystagmus, and 
left conjugate ocular deviation, but the eye did 
not return beyond the midline to the right. The 
pupils were pinpoint; regular and equal. They 
did not respond to light. During a slight con- 


vulsion they were both widely dilated. The 
eyegrounds were not examined. The mouth 
was held tightly closed, requiring considerable 
force to introduce a mouth gag. The lips were 
eyanosed. There was some tremor of the tongue, 
and it seemed very weak or partially paralyzed. 
Nothing could be learned about the tongue mus- 
eles. There was no stiffness of the neck. The 
submaxillary glands were only slightly pal- 
pable. The chest rose and fell irregularly and 
unequally—Cheyne-Stokes breathing, varying in 
rate from 8 to 28. The breath sounds were clear 
except for the transmitted throat noises. The 
heart beat was seen in the fifth space inside 
the nipple line. The rate was irregular, 60-115. 
The right border of dullness was 2 em. from 
midsternum, where there was a possible thrill. 
The left border was 5% em., the midelavicular 
line 6144 em. There was a soft systolic mur- 
mur, most audible at the apex, not transmitted. 
A little above the apex was heard a late dias- 
tolic murmur. The blood pressure was 140/100. 
Electrocardiogram showed normal rhythm, rate 
80. The abdomen was flat and soft, without 
reflexes of the right rectus. The spleen was 
just palpable. The genitals were negative. The 
cremasteric reflex was absent on both sides. 
The right arm and leg were flaccid. During 
the convulsions, which were clonic, there were 
fine twitchings of the extensor leg muscles and 
arm muscles. No other movements of the arm 
and leg muscles were seen. The knee-jerks were 
absent on the right, slight on the left. There 
was suggestive Babinski on the right, none on 
the left. Sensation to pin prick was present 
over the entire body. There were several black 
and blue spots on the legs and arms. The axil- 
lary and inguinal glands were small. 

A eatheter specimen of urine was clear and 
acid, not sufficient for a test of specific gravity 
or of sediment. November 4 the urine was al- 
kaline, specifie gravity 1.022. Sediment, 1-4 
leucocytes per high power field. Blood: hemo- 
globin 90 to 100 per cent., reds 7,370,000-6,440,- 
000, smear normal, leucocytes 40,250-25,370, 
polynuclears 63 to 42 per cent. Wassermann 
negative. Three blood cultures negative. He- 
matocrit test 37 per cent. cells. Lumbar pune- 
ture November 3: initial pressure 100-105, 
jugular pressure 190, cardiac and respiratory 
oscillations normal, final pressure not taken. 
10 ¢c.c. of clear fluid removed, cell count 4, 
three cultures negative, total protein 52, goldsol 
0011210000, sugar 87, chlorides 696, non-pro- 
tein nitrogen 14. Blood plasma: sugar 93, 
chlorides 563, non-protein nitrogen 41. Tuber- 
culin 1-1000, human positive. 

X-rays of the skull showed no lesions sug- 
gestive of fracture. The convolutional mot- 
tlings were prominent throughout the skull. The 
size of the heart shadow was slightly above the 
normal. There was nothing unusual in the 
shape of the heart. The lungs showed moder- 
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ate inerease in the hilus densities. No definite 
pathology was found. 

Orders. October 31, retention enemas, 5 per 
sent. glucose 3 iii every three hours. Novem- 
ber 1, sodium bromide gr. x by mouth, 1:30 and 
5:10 


The temperature was 102.6°-97.8°, the pulse 
131-65, the respiration 10-51, all falling to nor- 
mal by November 5. The blood pressure was 
143 /62-130/40-100 /60. 

The report of the special nurse on the night 
of admission shows a slight rise in systolic 
blood pressure (116-120) and of temperature 
(101.8°-102.2°). Fluids were forced by mouth 
and by reetum and were retained. Oxygen was 
viven at five and six forty-five a. m. 

November 2 the condition seemed somewhat 
better. The cyanosis was gone and the color 
was improved. He moved the right arm and 
leg, but less than the left. The reflexes were 
still absent on the right. For the first time a 
Babinski was obtained on the right foot. The 
right abdominal reflex was still absent, and the 
left Babinski negative. There was a Brudzin- 
ski, also a bilateral suggestive Kernig and neck 
rigidity. The child was conscious, heard and 
saw, but could not or would not talk. The eyes 
moved freely from right to left without strab- 
ismus, but with some left conjugate deviation. 
The respiratory rate was irregular, 15-36. The 
heart rate was irregular, 60-120. A neurologi- 
cal consultant reported, ‘‘The boy was seen to 
have two Jacksonian attacks beginning in the 
right arm or the right corner of the mouth and 
extending to the leg. There was weakness of 
the right arm and leg with loss of the right ab- 
dominal reflex and Babinski on the right. The 
other reflexes were equal or not easily obtained. 
The patient does not talk, but may. understand 
a minor ecommand.’’ 

November 4 the condition was much im- 
proved. The child talked for the first time, 
looked much brighter and was less ataxic. He 
counted accurately and protruded the tongue 
in midline with only slight tremor. The right 
hand was still ataxie and showed past pointing. 
His speech was a little indistinct. Only a few 
words were uttered, and these only after prompt- 
ing. The right pupil was greater than the 
‘eft. He had had since admission twenty to 
twenty-five Jacksonian convulsions, each fol- 
lowed by cough. There was no ankle clonus and 
no Babinski. The knee-jerks and the abdominal 
reflexes were present on both sides, less on the 
right. The eremasterics were present on both 
sides. The neck was still slightly stiff. There 
was uO Brudzinski and no Kernig. A faint 
systolie was heard only after exercise; no dia- 
sole. There were no more convulsions. The 
condition improved steadily. Next day the 
clild uttered sentences. He still had parox- 
ysms of coughing with redness of the face. The 
pulse was regular, All the reflexes and the 


strength of the right side was slowly returning. 

It was now learned from the mother that the 
boy’s sister had whooping cough, and upon fur- 
ther questioning it was found that the boy had 
had paroxysmal cough for the past month with 
cyanosis and vomiting; that he vomited after 
attacks of coughing as often as five times a day; 
that shortly after the onset he had slight fever 
now and then, but most of the time had been 
afebrile. He coughed most at night and upon 
excitement. 

November 6 he was discharged to the South 
Department of the City Hospital. 


Discussion 
BY FRITZ B. TALBOT, M.D. 


The chances are that this early convulsion, if 
it took place in the spring months, was due to 
tetany. 

At the time when he was sent home from 
school it might make one think that this cough 
was possibly the result of an endocarditis fol- 
lowing the tonsillectomy which was evidently 
done to prevent the return of the articular 
rheumatism. 

Can you tell me how long it was from the 
time he was sent back from school and went to 
hed? 

Miss Panter: He went home a month be- 
fore his reentry; two weeks he stayed in bed, 
then went back to school for a week, then was 
out a week, as I understand it. His mother 
gave different accounts of it. 

Dr. Tatsot: How long was it from the time 
when he was sent back from school and the 
time when he came to the hospital? 

Dr. Exxior H. Lurner: As I remember it 
he was home about a week from school before 
admission to the hospital. 

Dr. Tatsot: He was sent home from school 
with a cough and commenced to vomit. Four 
days later he ‘‘did not speak, but answered 
questions by nodding his head.’’ That is the 
first neurological symptom. 

As has been said, the history was rather diffi- 
cult to get in this case, and as will appear later 
we did not have all the facts when the child 
eame in. Our problem at the time when he en- 
tered the hospital was to determine the cause 
of these convulsions, and of course we thought 
of all the different causes of convulsions. The 
examination of the spinal fluid ruled out all 
the different types of meningitis. One might 
take exception to that statement perhaps, in that 
very early in tuberculous meningitis sometimes 
there is no increased cell count for a few days. 
Lut eventually we get an increased cell count. 

The blood pressure was rather high. That 
might be high because the child was having 
convulsions. 

A cell count of four is normal. 

In the discussion of this case I think that we 
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can neglect the chemical findings as helping 
very little. 

The important thing that we had to decide at 
this stage of the game was what was the cause 
of the convulsions. We considered meningitis. 
That was ruled out by the continued low cell 
count. Clinically the symptoms present might 
have been some form of meningitis. We also 
considered encephalitis, but as the disease prog- 
ressed this could be ruled out. It came down 
to the possibility of there being a hemorrhage 
of the brain due to an embolus from a possible 
endocarditis. The early history of acute rheu- 
matism was taken in favor of this opinion; but 
the heart murmurs could be either a valvular 
lesion or within normal limits. Embolus was 
a pure guess, but the data that we had at that 
time suggested this. 

It is possible that the earlier Babinski was 
not obtained because the child was in convul- 
sions. 

What is ‘‘past-pointing?’’ 

Dr. Henry R. Viets: When he moved his 
hand toward a fixed object he went past the 
object instead of touching it. It is often a 
symptom of cerebellar disease. 


Dr. Tarsot: When the real diagnosis of per- 
tussis was made we had to send him over to the 
City Hospital. 

There are one or two features of the history 
which on restrospect might have suggested that 
diagnosis to us. One is seen in the first para- 
graph, where it is said that a week before ad- 
mission to the hospital he began to vomit three 
or four times a day, with paroxysms of cough- 
ing. A second factor that might have suggested 
this diagnosis was the differential count of the 
blood. I know of no other condition except 
lymphatie leukemia and infectious mononu- 
cleosis in which one might expect the differen- 
tial count to change from a_ predominating 
polynuclear differential count to a predominating 
mononuclear differential count. Predomina- 
tion of mononuclear cells appears frequently in 
whooping cough and is supposed to be diagnos- 
tic. Another feature that is perfectly consis- 
tent is the X-ray. This X-ray showed ‘‘moder- 
ate inerease of the hilus density’’. A number 
of years ago such findings would have been con- 
fused with generalized tuberculosis. As a mat- 
ter of fact, in looking at an X-ray plate of this 
sort it is almost impossible to differentiate the 
two diseases without more data. Neither plate 
is very good, but the shadows are a little bit 
wider and heavier than we might expect, al- 
though many people would pass this as within 
normal limits. I have however seen shadows 
larger than these in whooping cough when there 
was no tuberculosis. 

Having the diagnosis made clear to us by the 
mother or grandmother—which is usually the 
case—the point of view of looking at these con- 
vulsions was quite different, and it became 


clear to us that the convulsions must have been 
secondary to the whooping cough, with small 
hemorrhages due to the coughing. The cough- 
ing, as is well known, is accompanied by in- 
creased pressure within the chest and conse- 
quently increased pressure in the skull. So 
that we believe that this was a case of hemor- 
rhage due to the paroxysms of whooping cough. 
I might say that this is an unusual finding but 
not rare. There are reports of it in the litera- 
ture, and it is spoken of among the complica- 
tions in many of the textbooks. 

Before leaving this part of the discussion: I 
spoke to the heart consultant to-day. He said 
that his opinion at the early examination, given 
before we had the full data, was a guess as to 
what might be and not based upon logical proof 
that it really was that. It was purely a guess 
on his part. 

Dr. Viers: This case presented some unus- 
ual neurological findings, and was of great in- 
terest to us. I saw the case before the definite 
diagnosis of whooping cough was made. The 
patient showed at that time two sets of signs. 
There were signs of cortical irritation leading 
to Jacksonian epilepsy, and there were signs of 
spastic paralysis with the absence of speech, 
which we took to be aphasia, so commonly asso- 
ciated with right hemiplegia in right-handed in- 
dividuals. Our diagnosis, then, from these find- 
ings, was a lesion in the left internal capsule 
or in the left cortical area. The etiology of 
such lesions in children is manifold. We thought 
at once that this might be the effect of a sec- 
ondary embolus earried from the heart, on ac- 
count of the history of acute rheumatic joints 
and possible endocarditis. That was our first 
diagnosis. We also thought of a brain abscess 
as a possibility, on aecount of the high leuco- 
cytosis. We did not find any signs of true in- 
creased intracranial pressure, however, an im- 
pression borne out by the normal spinal fluid 
pressures. The hydrodynamic tests on the 
spinal fluid were most valuable in ruling out 
not only meningitis but increased intracranial 
pressure such as might be consistent with a 
diagnosis of brain abscess. We thought there- 
fore that he had an embolic lesion in the sub- 
cortical region. 

It is unusual to have Jacksonian attacks from 
a lesion in the capsule itself. That leads to par- 
alysis but not to irritation of the cortex. There- 
fore our feeling was finally that the lesion was 
not an isolated internal capsule lesion, such as 
one sees in apoplexy, but might probably be 
multiple hemorrhagic lesions in the subcortical 
area, this giving rise to the convulsive as well 
as the paralytic phenomena. 

One rarely sees in children a hemorrhage 
from a single vessel leading to complete hemi- 
plegia without an etiology of syphilis behind 
it. We should expect from severe coughing and 
increased intracranial pressure at the time 
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‘hat there might more probably be multiple 
‘echial hemorrhages, which I should think it 
‘vely this boy had. The prognosis, of course, 
. multiple petechial hemorrhages is relatively 
‘ood. It is the type of hemorrhage that we see 
‘n encephalitis, but very rarely do we see it 
‘yom any such cause as this patient had. | 
-hould expeet that he would recover entirely 
» far as the neurological aspect went. 

An interesting point is that there was a hemi. 
paresis with a questionable Babinski response 
on the same side and loss of the abdominal re- 
flex. Absence of the abdominal reflex in an 
unconscious patient is a valuable sign of hemi- 
plegia provided we get a good abdominal reflex 
on the other side. 

Dr. Luruer: I went through the literature 
in English on the subject and found about 
twelve eases of whooping cough complicated by 
hemiplegia. I have also got together a num- 
ver of eases in which neeropsies have been per- 
formed on such patients. Dr. Rhein* in 1905 
collected twenty-one eases. So far as the site 
of the hemorrhage goes they were as follows: 


Hemorrhage into the brain substance 


in 7 eases 
= between the dura and 
skull in 2 eases 
i, into the meninges in 1 ease 
= into the substance of the 
brain and into the men- 
inges in 2 cases 
Capillary hemorrhages in 2 eases 
Iivperemia alone in 4 eases 


In three eases no pathology was demonstrable 
in the central nervous system. 


In 1899 Schreiber** collected ten cases with 
necropsies, and from these concluded that the 
meninges were the site of preference. 

Hockenjost in 1900 in eleven necropsies 
found that in four the hemorrhage was in the 
meninges, in five in the white substance of the 
brain, in one in the cortex, and in one no 
hemorrhage was found. 

Dr. Viers: We did not speak of the ques- 
tion of meningeal hemorrhage, but our lumbar 
puncture ruled that out. 

\ Prysictan: What is the hematocrit test? 

De. Tatsor: That is the proportion of the 
red cells to the total volume of blood. In this 
case it was normal. I suppose it was done be- 
calise of the very high red count, six to seven 
million. I do not know how to explain that. 
{t would be called a temporary polycythemia. 
lt is possible that it was taken at the time of 
aroxysmal coughing. 

DIAGNOSES OF CONSULTANTS 

Neurologist November 2. Provisional diag- 
Losis: Embolus. Infection of left internal cap- 

“J. H. W. Rhein, Jour. A, M. A., 


J. H Vol. 44, page 697. 
Given by Rhein as Archiv f. Kinderheilk., 1899, am. 2 
‘Jahrbuch f. Kinderheiik., 1900, 3 F I, p. 426. 


sule with possible formation of brain abscess. 
Right hemiparesis with aphasia. 

Heart consultant November 2. Probably 
cerebral embolism, very likely rising from intra- 
eardiae thrombosis, intra-auricular if rheuma- 
tie mitral disease is the important factor be- 
hind it, and either intraventricular or intra- 
auricular if bacterial endocarditis is present. 
Bacterial endocarditis may have occurred fol- 
lowing the tonsillectomy and cold, but there is 
not enough evidence for it to be diagnosed with 
certainty. If it is not present the prognosis is 
probably not hopeless. The fever and leuco- 
cytosis can be accounted for by the cerebral in- 
faretion. The heart seems surprisingly normal. 
However, some mitral disease is probably pres- 
ent (history, murmur). 


DIAGNOSIS 


Whooping cough complicated by left cere- 
bral apoplexy and hemiplegia. | 


LATER NOTE 


At a visit Mareh 11, four months after dis- 
charge, no member of the family was to be 
found. Neighbors said that the boy was able to 
play out of doors. No limp had been noticed. 
Hle did not go to school. He was said not to 
have been feeling well recently. 


CASE 12142 
SuraicaAL DEPARTMENT 


A married Nova Seotian clerk thirty-eight 
years old entered the hospital for the first time 
November 8, four years before her final ad- 
mission, complaining of weakness and debility. 
At twenty-two she had an operation, she be- 
lieved gastro-enterostomy, for abdominal pain, 
with relief. Her catamenia were regular until 
she was married, at twenty-six. After her mar- 
riage her periods were always irregular, with 
profuse flowing. After the birth of one child 
she had a misearriage. For nine years she had 
not lived with her husband. 

Six years before admission she began to have 
attacks of sharp severe pain in the right lower 
quadrant which had occurred about once in six 
months. The attacks lasted twenty minutes and 
were followed by soreness which lasted two or 
three days. After the attacks she urinated a 
great deal for a few hours. She had radium 
treatment for fibroid at another hospital a year 
and eight months before admission. After one 
treatment her menstruation stopped for sixteen 
months. After the passage of bloody urine 
X-ray was negative for kidney stone, Uterine 
fibroids were found. Nine months before ad- 
mission she had the last of these attacks. She 
then felt fairly well until five months before 
admission, when she began to have constipation 
and to pass much mucus. She lost her appe- 
tite, was nauseated, and felt dizzy. She made 
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several visits to the Out-Patient Surgical, Med- 
ical and Nerve Rooms between July and No- 
vember. Six months ago she had two or three 
stools a day and began to notice mucus in the 
stools. This had continued steadily, although 
for the past four months she had trained her- 
self to have only one stool a day. Recently her 
stools had been soft, with much mucus. She 
had noticed no blood except once, a year be- 
fore admission. The June before admission 
menstruation with scanty flow became reestab- 
lished, though she missed one period in Au- 
gust. Three months before admission she faint- 
ed two or three times. In September a vaginal 
examination showed a lacerated cervix and ten- 
derness in both vaults, with irregular uterus. 
October 27 a gastro-intestinal X-ray was nega- 
tive except for acute tenderness on palpation 
just at the tip of the cecum, suggestive of a 
pathological appendix, although pathology in 
the adjacent organs could not be ruled out. Ex- 
amination of the stomach and duodenum 
showed no evidence of previous operation. A 
Wassermann was negative. She was treated in 
the Out-Patient Department for constipation 
with no relief. For three months she had had 
dull continuous ache in the right lower quad- 
rant and had vomited several times a week, 
about twenty minutes after eating. For two 
months she had had dull headache coming on 
about eleven o’clock in the morning and last- 
ing through the afternoon and evening. For 
the past month she had felt nauseated most of 
the time. She had a bad taste in her mouth, 
and was dizzy most of the time; she often 
awoke feeling dizzy, and had a constant numb 
feeling in the right leg. She had worked con- 
tinuously up to her ission. 

Examination showed a fairly well nourished, 
slightly pale woman. The heart and lungs were 
normal. There was a median upper abdominal 
sear which was solid. There was slight tender- 
ness in the right lower quadrant, not at all 
definite. Pelvic examination showed a good 
perineum. The cervix was not torn and was 
freely movable. The fundus was quite large, 
not tender, freely movable, in good position. 
The vaults were free. Rectal examination was 
negative and confirmed the pelvic examination. 

The temperature and respiration were nor- 
mal. The pulse was 50 to 97. The urine was 
normal in amount, specific gravity 1.010, a 
trace of albumin at one of two examinations. 
Two cathether specimens showed red blood ecor- 
puscles and leucocytes. The hemoglobin is not 
recorded. The leucocyte count was 14,000, poly- 
nuclears 82 per cent., reds 5,700,000. The 
stool was negative. The fasting contents of the 
stomach showed free HCl .056 per cent., total 
acid .087 per cent., guaiac negative. The test 
meal showed free HCl .04 per cent., total acid 
.019 per cent., guaiac negative. 

Cystoscopy: Urethra tight to number 25 


French sound. Cystoscope passed easily follow- 
ing dilatation. Bladder mucous membrane 
slightly reddened and injected at the base. 
Above the right ureter was a round smooth pro- 
jecting knob extending well into the bladder. 
Left surface covered with mucous membrane 
which had apparently been thinned by stretch- 
ing. No ulceration. The ureteric ridge was 
drawn to the right and elevated toward the 
projection. Ureteral orifice normal and placed 
well up on erest of ridge. Beyond the ridge and 
the projection was a rather deep recess in the 
bladder wall. A wax tipped catheter passed 
readily to each kidney. The tip was not 
scratched. There was normal flow from each 
side. Left urine slightly hazy. Function from 
left kidney 5 per cent. in seven minutes. The 
urine showed occasional leucocytes, 10 red blood 
corpuscles, many epithelial cells. Function 
from right kidney 17 per cent. in six minutes; 
many red cells, a moderate number of epithelial 
cells. Cultures from both urines negative. A 
pyelogram showed that the catheters penetrated 
into the pelves. The course of the right ureter 
was somewhat abnormal, passing to the left as 
far as the median line at the level of the tip 
of the sacrum, then to the pelves in normal pos- 
ition. There were no sharp deviations or evi- 
dences of kinks. The injected pelves of both 
kidneys were normal in appearance. There 
were no shadows in the kidney areas or along 
the course of the ureters which suggested stone. 
A genito-urinary consultant reported, ‘‘Pus 
probably due to an old pyelitis. Nothing ac- 
tive in the kidneys now. Apparently low fune- 
tion in left kidney, maybe from previous infec- 
tion or may be error in our cystoscopy tech- 
nique. The deformity of the bladder described 
in the eystoscopy report and the course of the 
ureter as seen by X-ray suggest pressure from 
outside at the sacroiliac joint region.’’ 

The anomaly of the ureter was considered 
congenital and unimportant, because the ab- 
domen was so easily palpated that any tumor 
which could have caused this would have been 
very definite. It was believed that exercise and 
rest were all she needed. November 21 she was 
discharged to a convalescent home. 

October 14, eleven months later, she reen- 
tered complaining of pain and discomfort in 
the pelvic region with definite attacks of pain 
eighteen months and eight months before the 
readmission and at present. Her bowels were 
constipated. She passed a considerable amount 
of mucus by rectum. 

Examination showed a round mass about 
three inches in diameter in the right lower 
quadrant, with a smaller one in the left lower 
quadrant in the region of the uterus, possibly 
attached to the uterus. There was tenderness 
on palpation. Pelvic examination showed the 
cervix normal, a mass in the right vault at- 
tached to the uterus, tender on palpation, and 
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a «;ialler mass in the left vault. There was con- 
siderable bleeding. Her last menstrual period 
wos two weeks before admission. 

efore operation the chart was normal. The 
urme was eloudy, specifie gravity 1.022, a trace 
of albumin, elumps of pus eells. The blood is 
no recorded. 

jetober 17 operation was done. She made a 
woot reeovery from ether. The temperature 
and pulse rose steadily, and eough with thick 
greenish sputum developed. October 20 the 
right lung showed consolidation at the angle of 
the seapula and the following day the left lung 
showed it in the same area. After the 19th the 
chart fell. A medical consultant believed there 
was little if any fluid. The lung condition im- 
proved very slowly. The wound showed a small 
hematoma. November 7 X-ray showed that the 
apices lighted up fairly well. Both diaphragms 
were high, particularly the left, which was ir- 
regular and moved very little with respiration. 
The right diaphragm was regular and moved 
rather poorly. There was nothing definitely 
pathological in the lung fields. At the root 
there were a few dense apparently calcified 
glands. The high diaphragm on the left was 
thought probably due to a large amount of gas 
in the splenie flexure and the stomach. At the 
time of her discharge, November 11, she had im- 
proved very much and felt entirely well. The 
wound was clean. 


After leaving the hospital she felt somewhat 
improved but not well. January 16, two years 
and two months later, she came to the Out-Pa- 
tient Department complaining of backache and 
general debility. She had frequent sore throats. 
Several bad teeth were removed at that time, 
and the following April she had her tonsils and 
adenoids removed. February 10, ten months 
later, she complained of nausea of fourteen 
years’ duration, epigastric distress, foul urine, 
headache, erying spells, yellow vision, ete. A 
diagnosis of psychoneurosis and ptosis was 
made. After treatment with electricity in the 
Nerve Department and a supporting abdominal 
belt in the Orthopedic Department she was still 
‘troubled with nausea, but had no vomiting or 
rumbling of the intestines. X-rays in April 
showed nothing but a large atonic stomach. She 
said that she once passed considerable blood 
with a bowel movement. She still complained 
of nervousness, faintness, headache, and a gen- 
eral rundown feeling which had been with her 
‘or years. The diagnosis was visceroptosis, ad- 
hesions, and neurosis. In April, three months 
before her third admission, she passed about 
2 teaspoonful of bright red blood on several oc- 
casions. A week before her third admission, 
July 21, her urine was very dark and bloody. 
in the middle of every afternoon she felt nau- 
seated and distended. She noticed at this time 
4 lump in her abdomen which had been there for 
eight years. She passed much gas by mouth 


and by rectum. During the two weeks before 
her readmission she was so constipated that lax- 
atives had no effect. She was very subject to 
fits of erying, and worried a great deal. Five 
days before readmission she was obliged to 
give up work. 

Upon examination she was well nourished, 
slightly sallow. The teeth showed considerable 
dentistry. The left breast in the upper and 
outer quadrant contained a few small pea-sized 
nodules. The abdomen showed median scars in. 
the upper and lower portions with tenderness. 
along the lower scar and separation of the recti 
museles. Upon pelvic examinations the cervical 
stump was felt. The right vault was free. The 
left vault contained a tumor mass, cystic feel- 
ing, the size of a lemon. 

Before operation the chart was not remark- 
able, the urine and blood were not recorded. 

July 24 operation was done. Next day the 
patient was very emotional. She made good 
improvement, but complained of gas pains un- 
til the 27th. August 1 she complained of se- 
vere lower abdominal pain and vomited several 
times. The abdomen was soft. There was good 
result from an enema. The pain was almost 
entirely relieved by ten grains of sodium bicar- 
bonate and a hypodermic of sterile water. Next 
day there was a little abdominal distension and 
she was still vomiting. August 3 the tempera- 
ture and pulse started to rise, reaching 100° 
and 120 respectively the following day. The 
abdomen was more distended than before, with 
great tenderness on the right. No peristalsis 
was heard. Enemas gave good gas and fecal 
results. 

That afternoon a second operation was done. 
She made a good ether recovery. The pulse was. 
rapid and thread-like. August 5 transfusion 
was done. She was surprisingly well after it, 
but lost ground. The pulse was poor. She was 
much jaundiced. , August 6 she died. 


Discussion 
BY EDWARD L. YOUNG, JR., M.D. 


I have often wondered whether it would not 
be a good idea to give every patient operated 
on a card stating in accurate terms what had 
been done to him, so that if he went to another 
part of the country and another surgeon this 
information could be had. 

Dr. DanrEt F. Jones: In this connection it 
may be interesting to mention that when I 
wrote to a surgeon recently asking for this in- 
formation in regard to a patient of mine, he 
wrote me a very indignant letter in regard to 
it, saying that it was a very irregular course 
to pursue. When I wrote him again he said 
that in his part of the country it was not eus- 
tomary for patients to trot off to other surgeons 
until they had told the first surgeon they were 
going, and until they had paid their bill! 
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Dr. Youna: The irregularity of the periods, 
and the misearriage suggest that there may 
have been a pelvic infection either following 
marriage or following the birth of the first 
ehild. 


A report by a-female patient of bloody urine 
should always be checked up pretty carefully, 
because it may be due to vaginal bleeding not 
recognized by the patient, especially if there 
are no other symptoms pointing to the urinapy 
tract. It should be viewed with suspicion un- 
til the cause is found. Here fibroids were found 
as the possible cause of the bleeding. 

This patient was spread around to three dif- 
ferent departments including the Nerve Room. 
That mere statement means that there were a 
great many things that they did not find spee- 
ifie about her. I think one point we can al- 
ways start on with patients with this variegated 
history is that the more different things a pa- 
tient has, for instance, the less likely is there to 
be a single organic lesion which is the back- 
ground. But when a patient comes in and al- 
ways has the same pain in the same place in the 
abdomen, and we cannot shake her no matter 
how neurasthenie she may seem, that one symp- 
tom should be taken seriously. It seems here 
that there were a great many things, and it 
may be that there are different things present 
such as a small fibroid, pelvie sepsis, and mu- 
cous colitis, and yet no one serious thing seems 
to have been presenting. 

The facet that she had worked up to the time 
of admission, that she was well nourished and 
that examination showed nothing definite backs 
up our feeling that to date the thing is a ecom- 
bination of functional plus minor physical le- 
sions. 

The finding, in two eatheter specimens, of 
red corpuscles and leucoeytes | think should 
justify further examination, particularly with 
the story that we are given of frequency of 
urination following an attack of pain in the 
right lower quadrant. 

There is a marked difference in kidney fune- 
tion, assuming equal flow through two eathe- 
ters of the same caliber. 

It is also true that a fibroid in the anterior 
wall of the cervix or low fundus may be missed 
on pelvic examination, and may show on sub- 
sequent examination just as this does, Other- 
wise it seems to me that cystoscopy does not 
show anything of importance. Her symptoms 
have been mostly right, and the only possible 
thing here is the pus from the left kidney and 
the lowered function, because as reported the 
course of that ureter does not show obstruction. 
ilad there been intermittent hydronephrosis by 
this time the pelvis would have shown some 
change. 

The irritative colitis is the one thing that is 
persisting more than any other symptom, 


The description here does not allow us to say 
whether these are fibroids or whether that is a 
pus tube. In the presence of symptoms point. 
ing to the pelvis and a mass on that side of the 
uterus, of course the only treatment is opera- 
tion, and the diagnosis it seems to me rests 
between fibroids and pus tubes, and as I see the 
story it is more likely to be pus tubes although 
a fibroid may be present and missed and con- 
sequently developed. Of course a chronie in- 
fection would not necessarily give evidence on 
the chart in temperature or pulse at all. 

Dr. Jones: What about double eystie ovar- 
ies? 

Dr. Youne: Do you think they would have 
developed in eleven months? 

Dr. Jones: What decides you that they did? 

Dr. Youne: Eleven months before examina- 
tion was made. 

Dr. Jones: They might have been there. 

Dr. Youne: Yes, perfectly well. I do not 
see how it is possible to make a differential be- 
tween the three. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


Chronie salpingitis? 
Fibroids? 


PRE-OPERATIVE DIAGNOSIS OCTOBER 17 


Chronie salpingitis. 
Fibroids of uterus. 


FIRST OPERATION 


Gas-ether. Median incision with retraction 
of the left rectus. The uterus was found to be 
large, almost the width of the pelvis. There 
was a fibroid about three-quarters of an inch in 
diameter on the anterior surface. Posteriorly 
the tubes were adherent to the pelvis and there 
were some adhesions between the posterior wall 
of the uterus and the pelvis. The broad liga- 
ments and uterine arteries were tied off with 
chromic catgut and the cervical canal was 
reamed out of the cervix, removing the entire 
cervical mucosa. The cervical canal was then 
closed with chromie catgut sutures. The round 
ligaments were sutured to the stump wit! 
chromic catgut. The peritoneum was sutured 
over the whole area. Both tubes were removed, 
also the right ovary. The left ovary was norma! 
in every way. The appendix was 21% inches in 
length, moderately thickened throughout, There 
were no adhesions. The appendix was removed. 
The omentum was adherent over the whole 
length of the epigastric wound. The stomach 
as far as could be made out was normal. The 
gall-bladder was normal in appearance and to 
touch, but there was one gall-stone felt in it. 
It was decided not to do a cholecystectomy at 
this time. The wound was closed without drain- 
age with chromic catgut and silkworm gut su- 
tures. 
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PATHOLOGICAL REPORT OCTOBER 17 


symmetrically enlarged to the size 
. baseball, amputated through the cervix, 
Fallopian tubes and one ovary at- 
to-hed. Its peritoneal surface is rough and 
Its walls are 3 em. thick and fibrous. 
Vcore are several] small fibrous tumors one of 
which is the size of a cherry and lies under 
‘Lo peritoneum at the fundus. The endomet- 
is smooth. The adnexa show nothing 
noteworthy. 

Microscopie examination of the uterus shows 
areas of small round eell infiltration in its 
walls. 

The appendix is 5 em. long and fibrous. 

Multiple fibromyomas. 
Chronie appendicitis. 


rium 


Discussion 


Your mind worked as mine did for the pre- 
operative diagnosis. 

| do not see that this fits the pelvie examin. 
ation at all. 

Was that blood passed by rectum, in the 
April before her third admission? She well 
might have some bleeding from the rectum from 
colitis, of course. Or it may have been from 
the urinary traet. 

Miss Parnrer: There is no record as to 
where the blood came from. 

Dr. Youna: Apparently it was not taken 
very seriously, because they have not made a 
urine record before operation. She came in 
three days before operation, so that a complete 
study must have been done. 

The left ovary was normal at the time of the 
first operation and was left behind. This ex- 
amination suggests that the ovary has now 
changed and is eystie. 

On the story as we are given it here the only 
definite thing is what I assume to be a cystic 
ovary on the left side, because nothing fur- 
ther is said about the blood, and no further 
syinptoms are spoken of. So that I assume that 
this Operation was done for eystie ovary. Now 
of course it is true that we can go into an ab- 
omen a good many times and not get into 
‘rouble with bothersome adhesions, but the more 
often the abdomen is opened and irritated the 
more chance there is of trouble. The whole 
juestion here is whether or not to touch this 
“oman. I think that with the story we are 
‘ven of her neurotie condition one might per- 
‘ops hesitate to go in and operate on this cystic 
ovary at the present time. Dr. Jones, what do 
‘ou think about that? Do you think that eys- 
‘ovary is the eause of any great amount of 
symptoms? 

De. Jones: In the first place I think she 
‘ins been operated twiee too many times already. 
In the second place, this is a soft eystie mass. 
!! might possibly be a piece of adherent intes- 


tine. In the third place it is not at all likely 
that the removal of this mass will relieve the 
patient in any way, as nothing that has ever 
been done has ever relieved her up to the pres- 
ent time. Therefore it would seem rather use- 
less to operate because if the patient feels that 
she is no better we might just as well leave her 
without operation as operate. 

Dr. Youne: On the backward look [ think 
we should say that she should have been let 
alone. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Cystie ovary, left. 
PRELIMINARY DIAGNOSIS JULY 24 
Low-grade obstruction. 
SECOND OPERATION 


Gas-ether. Upon opening the abdomen there 
were nv adhesions about the lower sear, but 
there were a few adhesions running from the 
omentum to the upper sear. No hernia was 
found, and no obstruction to any part of the 
intestines. A few adhesions were separated. 


Furruer Discussion 


They are not considering cystie ovary at all. 
On what do they base low-grade obstruction? 
Apparently they got a very different picture of 
this patient than we get on reading the history. 
As I read this over I certainly do not get a pic- 
ture of a low-grade obstruction. They do not 
mention the ovary at all, or that mass. 

‘Enemas gave good gas and fecal results.’’ 
That is very interesting in view of your diseus- 
sion of another case. 

Dr. Jones: I think that statement must have 
been put In some days later, because it seems to 
me very doubtful if enemas could give good gas 
and feeal results and in addition have the 
statement that the patient was much more dis- 
tended. I do not think we ought to let a state- 
ment go out in the records like this, beeause it 
may do a great deal of harm. Even though it 
is in the record I would not believe it. If the 
woman had intestinal obstruction, as I under- 
stand she had, I think that is a very unfortun- 
ate statement to go out. I hate to question the 
records; but a woman cannot become distended 
and have good gas and feeal results and die of 
intestinal obstruction. | 

Dr. Youna: I think one ean get fecal mat- 
erial from an enema. 

Miss Panter: It was given with some de- 
tail. ‘‘Good gas result from enema at eight 
a. m. and fecal result from enema at one p. m.’’ 

Dr. Younc: One other statement I was go- 


ing to emphasize. Dr. Jones has said that when 
the stage comes where there is no sound, the 
stage of paralysis, we have got to a very dan- 
gerous stage, and the diagnosis here as we get 
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it is post-operative intestinal obstruction. It 


white count here? 

Miss Painter: On August 3 the leucocytes 
were 23,000. 

Dr. Lorp: That would suggest strangulation 
with vascular changes and not uncomplicated 
eonstriction of the bowel. 

Dr. Jones: I should say that it suggests 
that. That is as far as I would go. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Intestinal obstruction. 


PRE-OPERATIVE DIAGNOSIS AUGUST 4 
Intestinal obstruction. 


THIRD OPERATION 


Ether. Right rectus muscle splitting incis- 
ion. The abdomen was found to be full of old 
blood having a colon bacillus odor. After care- 
ful exploration it was found that there was a 
loop of gangrenous bowel which proved to be 
the terminal twelve inches of the ileum, entire- 
ly necrotic. It was resected and brought to the 
abdominal wall. Two Mixter tubes were placed 
in. The wound was hastily closed. 


PATHOLOGICAL REPORT 


Two short segments of intestine whose walls 
and surfaces are purplish red and necrotic. 
Infarction. 


BACTERIOLOGICAL REPORT 


Culture from the peritoneal eavity showed a 
profuse growth of colon-like bacilli and pneu- 
mococci. 


Furktner Discussion 


Dr. Young: This does not say whether the 
loop was gangrenous, whether it was volvulus? 

Miss Parnter: The house officer’s report 
states that it was apparently twisted, 

Dr. Youna: Her jaundice suggests a septi- 
cemia. Knowing there was a gall-stone I sup- 
pose we might have had jaundice from obstrue- 
tion at that late date. 

It seems to me, Dr. Jones, that you could 
point a moral and adorn a tale with this ease. 

Dr. Jones: It 1s an extraordinarily valu- 
able case to show what should not be done. 

Dr. Youna: I do not know who said it years 
and years ago—lI think very likely it was you— 
it has stuck in my mind, that is, that if symp- 
toms are spread all over the patient’s anatomy 
the best place for that patient is in the office of 
your dearest enemy. But if there is always one 
symptom which is always in the same place, 
that symptom should be taken seriously, how- 
ever neurotic that patient may be. 


Dr. Jones: I have thought it many times, if 
I did not say it. 
CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Acute and chronic intestinal obstruction. 
Exploration for adhesions. 
Resection of gangrenous bowel. 


DR. EDWARD L. YOUNG’S DIAGNOSIS | 


Intestinal obstruction. 
Septicemia. 


ANATOMICAL DIAGNOSIS 


Primary fatal lesions 


(Hysterectomy for multiple fibromyomas. ) 
(Infarction of ileum.) 


2. Secondary or terminal lesions 


Resection of small intestine. 
General peritonitis. 

Icterus. 

Cholelithiasis. 

Edema of the lungs. 


3. Historical landmarks 


Sears of old operation wounds. 
Slight chronic pleuritis, left. 


Dr. RicnHarpson: There was general periton- 
itis and icterus. In the gall-bladder there were 
two small stones. The ducts were free. The 
pancreas was all right. There was nothing in 
any of the organs, a good enough heart, some 
edema of the lungs, the kidneys all right, and 
in the region of the left ovary I found a fibro- 
cystic mass. The other portions of the adnexa 
of the uterus were wanting and all that was 
left of the uterus was a stump. 

In the peritoneal cavity at the time of necrop- 
sy there were no definite adhesions that I could 
find, a few about the stump, but it was sin- 
gulary clear. There was, of course, a strip of 
intestine wanting and the two ends were 
brought up into the wound. So I don’t know 
about what adhesions may have been in that 
neighborhood, and the pathological account 
does not state, but in the operations they did see 
some adhesions, didn’t they? 

Dr. Youne: At the second operation there 
were some trivial adhesions between the omen- 
tum and the upper sear. 

Dr. Ricuarpson: At the time of necropsy 
there were no adhesions binding the intestines 
at all. The small intestine was distended and 
contained a lot of opaque material. The large 
intestine was rather small. The mueosa of each 
Was negative. 

The aorta and vascular apparatus were all 
right, nothing in the superior mesenteric ves- 
= and nothing in the portal vein or its rad- 
1¢€1es.. 
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Dre. Youne: According to the house officer it 
was 1 twist. They saw adhesions at that point 
and ‘here was apparently a volvulus. 


CASE 12143 
SurGicAL DEPARTMENT 


‘\ man of sixty was seen in the Emergency 
Ward at eleven o’elock on the night of Deecem- 
ber 2. He eame in complaining of abdominal 
pain of about six hours’ duration with nausea 
and vomiting of two hours’ duration. The pain 
was cramp-like in character, most of the time 
in the upper abdomen, although at times felt 
generally throughout the entire abdomen. 
There was also some steady aching, so that the 
patient was not entirely free from pain at any 
time. His bowels had been regular. He had 
had no previous attacks similar to this one. 

Ile had been in this hospital in April, three 


Sense of a mass, 
tympanitic, ten-/ | 
der. Bulge 
seen in lex 

abdowinel well. 


years ago. At that time he was operated upon. 
His gall bladder was explored and found nor- 
mal, and his appendix was removed. Follow- 
ing the operation he was relieved of the symp- 
toms for which he had been operated. From 
that time until about six months ago he had 
been very well and continued to do his work as 
a carpenter. At that time he fell, injuring his 
penis and testicles. That evening his penis was 
swollen and painful. Also there was some 
burning and diffieulty in starting the stream. 
‘These symptoms disappeared three days later. 
‘wo months ago there was a recurrence of his 
‘inary symptoms, These had continued up to 
present time. 
The patient had both gonorrhea and a chan- 
cre at the age of twenty-four. His Wassermann 
‘ previous admissions to the hospital was neg- 
ove. The remainder of his history was of no 
~isequence except that just before his admis- 
1) December 2 he had recovered from an up- 
© respiratory infection which he had had for 
(he past aes weeks and which had left him 
weak, 
Vile in the Emergency Ward and while 
© history was being taken he had several at- 
‘oks of pain each lasting about one minute. 
“ts brow was wrinkled and he held his hands 


on his abdomen, complaining of very severe 
pain. He vomited twice, about six ounces at a 
time, the vomitus apparently being stomach 
contents. 

Examination showed a rather thin man with 
dry, loose skin. Breath was foul. Chest ex- 
pansion was greater on the left. The other 
lung signs were as shown in the diagram. Heart 
was normal. Radials were easily palpable. Ab- 
domen was soft, flat, and tympanitic. In the 
right upper abdomen there was a sear of a pre- 
vious operation; it was well healed and solid; 
no evidence of hernia. At the brim of the pel- 
vis on the right there was some but not marked 
tenderness. There was no increased peristalsis 
to be made out with the stethoscope. There 
were no masses to be felt. Both testicles were 
atrophic. Temperature was 96.7 by mouth. 
Pulse and respiration were normal. White 


count was 23,800. During the examination the 
patient was comfortable. 
hyperactive. 


The reflexes were all 
There was a slight unsustained 


minished breath and 


dullness and 
sounds, 


Absent tactile 
tus. Very distant 
breath sounds and voice 
sounds. Wo rales 


clonus of both feet. The rectal examination 
showed the prostate moderately enlarged and 
firm. There was no definite tenderness to be 
made out by rectum. 

The following morning he was given a ba- 
rium enema without the usual barium prepara- 
tion. The enema passed without delay to the 
cecum, and failed to show any definite pathol- 
ogy. As there was fecal material constantly 
in the bowel, it was thought that examination 
should be repeated after better preparation. 
There was extreme tenderness over the whole 
abdomen and it was impossible to palpate any 
of the portions of the colon. 

A little later in the morning a definite soft 
resistant tympanitic and tender mass, somewhat 
irregular in outline, could be felt and seen ex- 
tending from the suprapubic region towards 
the right iliae fossa. It could be moved slight- 
ly and was constant in position. 

During the day the abdomen gradually be- 
came distended so that by evening there was 
dullness along the left side and the entire ab- 
domen below the umbilicus was moderately dis- 
tended. The patient felt nauseated and vomited 
twice during the day, the vomitus being largely 
water taken by mouth and some mucus; he had 
taken very little by mouth. 
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In the evening he was given 1000 ¢.c. normal 
saline subcutaneously. The distension of the 
lower abdomen with the fullness in the supra- 
pubie region suggested somewhat the appear- 
ance of a distended bladder. An attempt was 
made to catheterize the patient fifteen min- 
utes after he had passed five ounces of cloudy 
urine. About 4 em. from the cut-off muscle a 
definite stricture was met through which a fili- 
form bougie was passed after some difficulty. 
A No. 14 French follower was then passed, but 
was very snug. There was a residual of two 
ounces. The urine was loaded with fine granu- 
lar casts and showed oceasional leucocytes. The 
patient’s temperature had varied from 96.7° to 
98°; pulse and respiration remained normal. 
The white count had increased to 38,000. 

The patient was then sent to the operating 
room and an operation was performed about 
twenty-four hours from the time of his admis- 
sion to the hospital. The next morning his con- 
dition was good. He complained of no pain and 
looked better than might have been expected. 
He had a slight cough. There was, however, 
definitely more abdominal tenderness than nor- 
mal. He was having plenty of morphia and 
sips of water. His non-protein nitrogen was 
48 milligrams per 100 ¢.c. The following day 
he did not respond at all. The respirations 
were labored. There were rales in both lungs 
posteriorly. The abdomen was rigid. The non- 
protein nitrogen was 101 milligrams, the blood 
chlorides 566 milligrams per 100 e.c. of plasma. 
That day, December 5, he died. 


DISCUSSION 
BY LELAND S. MC KITTRICK, M.D. 


A most important observation is missing. 
That is, the house officer who saw him in his at- 
tack of pain in the emergeney ward did not 
note the location of his pain. The record does 
not say whether it was in the upper or in the 
lower abdomen. The location of the pain as 
well as the character of it in an acute surgical 
emergency is of tremendous importance. There 
are only a few things we have to get in a sur- 
gical history. It does not have to be long, but 
conerete and definite: in the first place, the 
character of the pain; is it steady or colicky? 
Steady pain usually means an inflammatory 
condition. Colicky pain is more apt to be per- 
istaltic. Secondly, the location, whether in the 
upper or lower abdomen, may make a difference 
in our final conelusions. 

There is one point that I think should be 
brought out, and that is that certain inflamma- 
tory conditions, such as an acute appendix, if 
in with the small intestine, may give colicky 
pain. That is, we ean have colicky pain, not 
obstructive in origin, with an acute appendix 
but it is beeause the appendix is in with the 
small intestine. Do you agree to that? 


in one particular area. 


Dr. Danter F. Jones: Yes. The ecolie is not 
a severe colic. 


Dr. McKirrrick: Also it is very difficult for 
a patient to remember the location of a peri- 
staltie pain. Peristaltie pain differs from in- 
flammatory pain in that the former is usually 
general and over a given portion of the abdo- 
men, whereas the latter can usually be localize: 
As a rule a_ patien: 
with peristaltic pain localizes that pain by mov- 
ing his hand back and forth across the lower 
abdomen or the upper abdomen, whatever the 
case may be. It is rare that he ean put his 
finger on it as a patient so frequently can with 
acute appendicitis. 

Vomiting is of course of importance. In an 
acute surgical condition of the abdomen, par- 
ticularly where there is a question of intestinal 
obstruction, it is very dangerous to wait un- 
til the character of the vomitus corresponds to 
that usually associated with intestinal obstrue- 
tion. Vomiting may come early, it may or may 
not be fecal in character, or there may not 
even be any. 

Here is a man 
abdominal pain, 
without any sign 


with a definite colicky upper 
with a normal temperature, 
of an inflammatory condition 
in his abdomen, but with a white count of 
23,800. And apropos of all that has been said 
this afternoon I think we have to consider the 
latter suggestive of interference with the blood 
supply of an intra-abdominal viseus. 

Dr. -iones: How do you account for the fact 
that this man had no peristalsis to be heard? 


Dr. McKrirrrick: I should say that during 
the time he was examined he had no pain, there- 
fore no increased peristalsis. He was not sick 
enough for the intestines to be paralyzed. 

Dr. Jones: I think he must have been ex- 
amined between the peristaltic waves. 

Dr. McKrrrrick: The report of the barium 
enema fits in with the rest of the history in that 
it does not show any pathology in the large in- 
testine. The mass felt later logically to fit in 
with the rest of the history should be a loop of 
intestine. That is the only mass I think of that 
could come up in that location. 

I think the main point about the possibly dis- 
tended bladder is that we do see epigastric dis 
tress with a lot of vomiting from renal insufii- 
ciency, but I do not think this ean be considered 
here because he has had a definite attack o! 
acute pain, 

Certainly there are very few surgical abdow 
inal conditions which give a 38,000 white count. 
In the absence of any temperature and any 
signs of inflammatory abdomen, there are fe 
conditions except a mesenteric thrombosis whic ) 
would give that white count. Also this patien 
had had an upper abdominal incision, and i» 
what intestinal obstruction cases I have see: 
this is relatively rare. Is that your experience 
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They are much more frequently seen after lower 
ali cinal operations ? 

iy. Jones: Upper abdominal operations 
-pu-e post-operative obstruction much less of- 
so ‘oan those in the lower abdomen. 

lie. MeKrrrriek: Another thing is, he had 
). perfeetly free from symptoms until this 
...ent attack. A patient who has been pre- 
vi visly operated upon, who has been well since 
‘}o operation, and who comes to the hospital 
because of eolicky upper abdominal pain asso- 
-jated with vomiting, without any evidence of 
an inflammatory process in his abdomen, should 
have an aente small intestinal obstruction. An 
intestinal obstruetion with an _ initial white 
count of 23.800, later inereasing to 38,000. 
should mean a thrombosis of some of the mes- 
enteric vessels and consequently a loop of gan- 
grenous intestine. The mass in the right low- 
er quadrant which developed under observation 
should be a loop of distended bowel and should 
fix the right lower quadrant of the abdomen as 
the location of the obstruction. 

Operation you will note was done twenty-four 
hours after he came into the hospital. 


PRE-OPERATIVE DIAGNOSIS 


Intestinal obstruction. 
OPERATION 


Under novoecain ethylene anesthesia a para 
median incision was made. On opening the 
peritoneal cavity there was a large amount of 
free bloody fluid with a loop of distended gan- 
grenous bowel adherent to the brim of the pel- 
vis. Ether was then administered. The con- 
stricting band was eut and a loop of bowel 
about eighteen inches in length and gangren- 
ous was delivered from the abdomen. The gan- 
grenous bowel with a small margin of normal 
bowel was then eut between clamps and the 
portion of bowel involved, representing the ter- 
tninal ileum, was eut, so that the remaining 
‘!tuup of small bowel was only about an inch 
‘it a half in length. The ends were then closed 
lateral anastomosis made between the 
sol intestine and the cecum. This was neces- 
ry because of the short end of the terminal 
“tun. The anastomosis was somewhat difficult 
~ecttse of the fixed eeeum. The abdomen was 
without drainage. 


PATHOLOGICAL REPORT 


-. section of small intestine 19 em. long with 
vortion of the thickened mesentery. It has 
-ownish-black surface and is covered with 
©. The mucous surface is smooth and pur- 
si red. Infarction. 


FurtHer Discussion 


Ether was administered apparently to get 
more relaxation than was possible otherwise. 

Here again it has been a single band which 
has caused the trouble. 

I think very likely some of his post-operative 
abdominal tenderness was masked by the mor- 
phia that he was having. He was evidently 
having pretty heavy doses. The increasing ab- 
dominal tenderness with rigidity in an intes- 
tinal resection for gangrenous bowel makes 
a general peritonitis the probable cause of 
death. 


Dr. Lord’s ease (Case 12121, March 25, 1926) 
went six days; this patient twenty-four hours. 
Probably if he had been operated upon the 
night he came in, that is six hours after the 
onset of the pain, the outeome might have been 
different. 


This case certainly answers the question Dr. 
Richardson asked about the relation between 
the time of onset and the time of operating. 
The time which elapses between the onset of 
symptoms and the time of operation is of see- 
ondary importance in the prognosis. The fac- 
tors which are of prime importance are the 
location of the obstruction, whether in the up- 
per or lower small intestine, and the condition 
of the constricted bowel, that is, whether gan- 
grene is present or not. 


I think it also stresses a point Dr. Jones 
made. If the man had not had pretty severe 
abdominal pain he would not have come in to 
the Emergeney Ward at that hour of night, 
and with the white count and the type of his 
pain, and of course with the ultimate result, it 
bears out what all of us have been brought up 
to believe: that we can never operate upon @ 
case of small intestine obstruction too soon, and 
we can let them go too long. 


Dr. Youna: If you did it over again would 
vou just have brought the two ends of the bow- 
el out? 


Dr. McKirrrick: You could not, according 
to this. The cecum was fixed and the distal 
loop of the ileum was too short. We could have 
brought the proximal end out. 


DIAGNOSIS 


“Acute intestinal obstruction, infarction. 
Acute general peritonitis. 
Hypostatie pneumonia. 
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INSULIN IN MALNUTRITION OF 
INFANCY 


THE interest of pediatricians has been at- 
tracted in recent years to the use of insulin as 
an aid to the sugar metabolism of malnourished 
infants. R. L. Pitfield (New York M. J. 118: 
217 Aug. 18, 1923) did the first reported work 
along this line, giving minute injections of in- 
sulin to two infants, aged 4 and 5 months, with 
every bottle. Gains in weight and general con- 
dition were reported. Later W. McK. Marriott 
(J. A. M. A. 83: 600 Aug. 23, 1924) used in- 
jections of a glucose solution to which insulin 
had been added, with resultant gains in weight. 
O. Barbour (Arch. Pediat. 41: 707 Oct. 1924) 
reported beneficial results with subcutaneous 
injections of 3 units 3 times daily to chil- 
dren under 2 years of age, and 5 units to chil- 
dren over 2 years of age. Administration 
was continued until a reaction occurred consist- 
ing of a sudden rise of temperature, anorexia, 
nausea and vomiting. Tisdall, F. F. et al. (Am. 
J. Dis. Child. 30: 10 Aug. 1925) concluded that 
no positive evidence had been obtained that in- 
sulin produced any beneficial result. 

Louis Fischer and Julian L. Rogartz (Am. J. 
Dis, Child. 31: 3 March 1926) list as follows 
the ways in which insulin may be administered: 


1. In combination with a solution of glucose. 

(a) Intravenous or intrasinus injections of 
from 1/3 to 1/2 ounce (from 9 to 14 gm.) of 
20 per cent. glucose per pound of body weight, 
to which have been added 15 units of insulin 
per hundred e¢.c. of solution (Marriott). 

(b) Intraperitoneal injections of from 2 to 3 
ounces (from 56 to 85 gm.) of 20 per cent. glu- 
cose solution, containing from 10 to 15 units of 
insulin. 

(ec) Subcutaneous injections of from 2 to 3 
ounces of a 15 per cent. glucose solution with 10 
units of insulin by hypodermoclysis. 


2. In conjunction with feedings. 


(a) From 1 to 3 units subeutaneously twice 
to 3 times daily, 20 minutes before meals until 
some reaction is evident. 

(b) From 1 to 3 units intracutaneously, once 
daily, on the basis of work done by E. F. Miil- 
ler, who explained that insulin thus given works 
at once by stimulating the liver glycogen form- 
ing function, through nerve stimuli passing 
over the parasympathetic nerve routes. Insu- 
lin administered intracutaneously is more slow- 
ly absorbed than by other routes, which ac- 
counts for a prolonged action of the dose, when 
injected into the skin. 


Three types of cases were considered in their 
indications for the use of the drug, the method 
being chosen to suit the individual need. 


1. A state of atrophy with acute intoxica- 
tion in which life was in danger and an imme- 
diate effect urgent. In these cases Marriott’s 
method was chosen, the 20 per cent. solution of 
glueose being injected into the longitudinal 
sinus. Four out of five patients were treated 
successfully. 

2. Cases of atrophy in which decomposition 
and acute intoxication had not yet set in. In- 
traperitoneal or subcutaneous injection of in- 
sulin and glucose were given to these cases. 

3.  Dystrophie babies with a stationary or 
fluctuating weight. Improvement was shown in 
numbers of these patients when insulin was giv- 
en subeutaneously or intracutaneously with the 
unchanged formula. Insulin is believed by 
these authors to be an effective though not ab- 
solute remedy in properly chosen cases of mal- 
nutrition. 


THE SHEPARD TOWNER ACT 


As the time approaches for action with re- 
spect to the continuance of this law, there seems 
to be more publicity setting forth the work done 
in those states which have accepted the provis- 
ions set forth in the text of this act. 

The American Medical Association Journal 
has come out squarely in opposition to contin- 
uance of the policy in force. Massachusetts has 
not accepted the act and we are convinced that 
the attitude of this state will not change. 
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1¢ we feel that it is an injustice to tax one 
state for the purpose of spending money in an- 
other state for educational purposes, it is none 
too early to make our position known in Con- 
Tess. 

he President of the United States is not in 
favor of this law and his position is endorsed 
by a very large number of eminent persons. 
“The knowledge of preventive medicine, ma- 
ternal and ehild hygiene is available for all and 
no state is so poor that it needs to depend on 
revenue derived from taxation of other states 
to enable it to function. If a state fails to meet 
its obligations in publie health matters, the rea- 
son must be that the inclination is lacking, and 
when the people are roused from their lethargy 
and diseard the paternalistic yoke it will be 
found that they can walk without federal 
crutches. 


ANONYMOUS COMMUNICATIONS 


From other publishers and through our own 
observation we learn that a considerable num- 
ber of persons expect that unsigned communica- 
tions will be given space in papers and journals. 
Such people expect that transference of anon- 
ymous beliefs or conclusion to editors will be 
useful in dealing with objectionable individuals 
and important questions before the public. 

The Board of Registration in Medicine is one 
of the grave-yards for epistles of this character. 
Someone may have suspicion of a doctor’s work 
or standing and forthwith a letter or warning 
or accusation is sent. Unsigned criticisms of 
authors of articles or editors of publications un- 
doubtedly serve to relieve the tension of a dis- 
turbed mind but epistles of this sort have about 
as much weight as a snow-flake and the recol- 
lection of them is blotted out about as soon as 
snow melts in warm sunshine. 

If our unknown ecrities, sympathizers or even 
sincere reformers knew of the little attention 
viven to these epistles there would be less use 
of these communications. People who attempt 
by such means to discredit some person should 
know that the recipient has little, if any, more 
respect for the writer than for an alleged wrong 
doer, although the writer would like to convey 
ihe impression that his activity is prompted by 
a high sense of duty. Courage is universally 
respected. The writer of anonymous letters is 
regarded as mentally unbalanced or timid. 

These few words may help someone to estab- 


‘sh @ more normal state of mind and come out 
‘ato the open. 


‘NNUAL DUES AND THE PROPER USE 
OF REVENUE 


; ‘Lee BERS Of medical societies as a rule cheer- 
‘ally pay membership dues so long as there is 
‘vason for the amount fixed. Occasionally one 


hears the suggestion that a reduction would be 
agreeable. 

The rate varies among state societies from 
five to twenty-five dollars and, in addition, in 
some instances district societies make an addi- 
tional charge. But even so, the medical so- 
cieties make modest demands of members as 
compared with one chiropractic organization 
which, according to the Illinois Medical Jour- 
nal, has fixed the annual membership fee at 
one hundred and twenty dollars: A fund 
amounting to one hundred and fifty thousand 
dollars has been accumulated by this group. 
The Illinois Journal states that this large sum 
is to be used in promoting the interests of the 
chiropractic society before the legislature. 

Fortunately physicians believe in logic rath- 
er than the expenditure of money when present- 
ing views before the people. Chiropractors evi- 
dently believe that money talks louder than 
arguments based on scientific facts or sound 
reasoning. 

We believe that the influence of money as ap- 
plied to important matters of public well-being 
is ephemeral as compared with the compelling 
force of education. We have faith to believe 
that the people will not be fooled forever. 


RULES GOVERNING MEMBERSHIP IN 


THE MASSACHUSETTS MEDICAL SO- 
CIETY 


To avoid confusion as to membership in the 
Massachusetts Medical Society please read the 
notice to Fellows published on page 7 of the 
Directory compiled by the Secretary. The di- 
rectory has been sent to every member of the 
Society. The rules are very simple but have 
escaped the attention of some members and a 
few officers of District Societies. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors: 

PatnterR, F., A.B.; F.A.C.S.; M.D. 
Harvard Medical School 1895; Professor of the 
History of Medicine, Tufts College Medical 
School; Associate in the Graduate Department 
of Orthopedics at the Harvard Medical School. 
His address is 520 Commonwealth Avenue, 
Boston. His subject is ‘‘The Origin and 
Spread of the Sacro-Iliac Idea and Its Menace,’’ 
page 613. 


Monroe, Rosert T., A.B.; M.D. University 
of Michigan 1924; Assistant Resident Physi- 
cian, Peter Bent Brigham Hospital. His ad- 
dress is Peter Bent Brigham Hospital. Asso- 
ciated with him is 

Emery, Epwarp S., Jr., M.D. Harvard Medi- 
eal School 1920. His address is 520 Common- 
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wealth Avenue, Boston. The subject of their 
paper is ‘‘X-Rays of the Chest: Their Use in 
Tuberculosis Suspects,’’ page 619. 


Cuurcnitt, Epwarp D.; M.A.; M.D. Har- 
vard Medical School 1920; Instructor in Sur- 
gery, Harvard Medical School; Associate in 
Surgery, Massachusetts General Hospital. His 
address is Massachusetts General Hospital, Bos- 
ton. His subject is ‘‘The Re-expansion of the 
Lung in Empyema with Notes Regarding the 
Mechanieal Effects of Carbon Dioxide Inhala- 
tion,’’ page 625. 


Rockwe.n, Joun A.; B.S.; M.D. Boston Un- 
iversity School of Medicine 1899; Visiting 
Physician, Massachusetts Homoeopathic Hos- 
pital, with which he has been associated for 
twenty-four years in various activities. His 
address is 24 Garden Street, Cambridge, Mass. 
His subject is ‘‘Modern Medical Tendencies,”’ 
page 625. 


Tosry, James A.; M.S., LL.B. Massachusetts 
Institute of Technology 1915; member of the 
D.C. Bar; Senior Staff Member, Institute for 
Government Research, Washington, D. C.; 
Formerly Secretary of the National Health 
Council of New York; Lecturer on Public 
Health at Harvard, M.I.T. and Columbia. His 
subject is ‘‘ Public Health and the Federal Gov- 
ernment,’’ page 629. His address is 26 Jackson 
Place, Washington, D. C. 


Van Hoox, Wetter; M.D. University of Il- 
linois College of Medicine 1885; Formerly Pro- 
fessor of Surgery at Northwestern University 
Medical School and member of the Staff. His 
subject is ‘‘A Persistently Patent Urachus,’”’ 
page 631. His address is 31 State St., Chicago, 
Il. 


Dopp, KarHarIne; A.B.; M.D. Johns IHop- 
kins Medical Sehool 1921; Member, New Eng- 
land Pediatrie Society; Formerly Assistant 
Resident in Pediatries, New Haven Hospital. 
Her subject is ‘‘An Isolated Case of Erythema 
Arthriticum Epidemicum,’’ page 633. Her ad- 
dress is 29 Pearl St., Worcester, Mass. 


Che Massachusetts Medical Society 


THE TREASURER’S REPORT 


Tne Treasurer of the Massachusetts Medical 
Society makes the following report regarding 
the dividend distribution made April 1. 

The Couneil of the Society voted to distribute 
the sum of $4000 to the district societies this 
year. The total number of payments received 
in time to count for the dividend computation 
Was 5234, making the dividend per each paid 
member $1.236858. 


The following table gives the number of pay- 
ments in each district and the dividend. 


DIVIDEND FIGURING, MARCH, 1926 
Total Reported, 3234 

Total, $4000—Per Member, $1.236858 
Numbe 


reported 

District paid Check 
Barnstable 29 $35.87 
Berkshire 86 106.37 
Bristol North 52 64.32 
Bristol South 172 212.74 
Essex North 150 185.53 
Essex South 156 192.95 
Franklin 32 39.58 
Hampden 212 262.21 
Hampshire 60 74.21 
Middlesex East 77 95.24 
Middlesex North 101 124.92 
Middlesex South 517 639.46 
Norfolk 451 557.82 
Norfolk South 67 82.87 
Plymouth 78 96.48 
Suffolk 614 759.43 
Worcester 311 384.66 
Worcester North 69 85.3 
3234 $4000.00 


Last year the total number of payments 
counting for the dividend was 3072. Therefore 
there are 162 more members counting for the 
dividend this year than last. The total Mas- 
sachusetts membership of the Society is 3523. 
Deducting the 122 retired members leaves 3701. 
This shows that 467 members residing in Mas- 
sachusetts had not paid at the time this report 
was made up. 

A circular letter has been sent to all of these 
delinquents notifying them that they will not 
receive the JOURNAL until payment of 1926 
dues has been reported and in response to this 
letter a number of belated payments are being 
daily received. 

A. K. Stone, Treasurer. 


PAPERS FOR THE ANNUAL MEETING 


Fellows are requested to send the titles of pa- 
pers they may wish to read at the Annual 
Meeting of the Massachusetts Medical Society, 
which will be held in the Kimball Hotel, Spring- 
field, on June 8 and 9, 1926, to one of the offi- 
cers of the appropriate Section. Do it now, be- 
fore the official program is made up. The pro- 
gram, under the terms of the By-Laws, must be 
mailed to every Fellow a month before the 
meeting. The officers of the Secrions are: 


SecTION OF Mepicine: Chairman, W. H. 


Robey, Boston. Secretary, Maurice Fremont- 
Smith, Boston. 


Section oF Surgery: Chairman, J. M. Bir- 


nie, Springfield. Secretary, H. P. Stevens, 
Boston. 


SECTION OF TUBERCULOSIS: Chairman, A. S. 


— 
| 
| 
| 


EDITORIAL DEPARTMENT 


M.. “night, Attleborough. Secretary, Randall 
( ‘ord, Boston. 
‘eovion oF Perpratrics: Chairman, R. M. 


“th, Boston. Secretary, J. Herbert Young, 
Hoston. 
SpcTion OF OBSTETRICS AND GYNECOLOGY: 


C. E. Mongan, Somerville. Secre- 
F. C. Irving, Boston. 

sreTion OF RADIOLOGY AND PHYSIOTHERAPY : 
‘lairman, L. B. Morrison, Boston. Secretary, 
Granger, Boston. 

The street and number addresses will be 
found in the Directory of 1926. 

Wa ter L. Burrage, Secretary. 


LEGISLATIVE NOTES 


SenATE bill No. 336 provides that Chapter 46 
of the General Laws shall be amended by strik- 
ing out Section 10 and inserting in place there- 
of the following: 


“Section 10. A physician or officer furnishing a 
certificate of death as required by the preceding sec- 
tion or by section forty-five of chapter one hundred 
and fourteen, shall, if the deceased, to the best of his 
knowledge or belief, was a soldier, sailor or marine 
in any war in which the United States has been en- 
gaged, insert in the certificate a recital to that effect, 
specifying the war, and shall also specify in such 
certificate both the primary and the secondary or 
immediate cause of death as nearly as he can state 
the same. For neglect to comply with any provision 
of this section, such physician or officer shall forfeit 
ten dollars. For the purposes of this section and 
of sections forty-five, forty-six and forty-seven of said 
chapter one hundred and fourteen, the word ‘war’ 
shall inelude the China relief expedition, the Philip- 
pine insurrection after February fourteenth, eighteen 
hundred and ninety-eight, and prior to July fourth, 
nineteen hundred and two, and the Mexican border 
service of nineteen hundred and sixteen and nineteen 
hundred and seventeen.” 


the rest of the bill imposes duties on under- 
‘akers or others in charge of burial or crema- 
‘ion of the body referred to. 

‘his bill places unweleome responsibilities 
on the attending physician, While it is reason- 
‘ to require doctors to give all useful in- 
ition relating to the eause of death, it is 

iinreasonable to make the attending doc- 

ve the war record of any person. That 

and should not be made a part of the 

‘is of a physician. The attending doctor 

ve fined for not complying with the re- 
(orements of this aet. 


‘he bill designed to extend the requirements 
“© Vaccination to pupils in private schools was 
“sh up in the Senate Tuesday, March 30, 
/ <9. Only nine senators voted in favor of 
> bill and nineteen against it. There was 
i) diseussion. Thus the legislature of this state 
ok the illogieal position of making an excep- 


as compared with those in public schools. Here 
we have evidence that the Senate of this state 
cannot be led to accept the advice of the great 
majority of physicians and public health auth- 
orities. The argument of some of the senators 
in conference with some physicians was that the 
number of letters received asking for opposi- 
tion to the bill far exceeded those submitted by 
physicians and others. In other words, the bill 
was defeated not because it was not a good bill 
but because constituents did not favor it. 

It is generally believed that a much larger 
number of physicians were this year actively 
engaged in the educational campaign to in- 
struct the people of the state. With a leader 
in the Senate the result would have been dif- 
ferent. A bill without active support has little 
standing in a legislative assembly and no one 
of the senators was willing to take this bill in 
charge and speak for it. 

The medical profession is no worse off, for 
the benefits of vaccination can be secured by 
those who have the disposition to make use of 
the protection afforded by this treatment. We 
are sincerely sorry for those who may be afflict- 
ed with smallpox m the future. 

The contest is not finished. Doctors will, an- 
other year, continue to work for all possible 
advantages which may be promoted by preven- 
tive medicine. 


The committee on Public Health, to whom 
was referred the petition (accompanied by bill, 
House No. 790) of W. Henry Grant relative 
to the standard of dental colleges, report the 
accompanying bill (House, No, 1319). 

For the committee, 
Henry A. EsTABROOK. 


House bill No. 1319 relating to standardiza- 
tion of Dental colleges as amended, has been 
enacted to read as follows: 


“Section 46. A dental college shall be considered 
reputable which possesses the following qualifica- 
tions: 


First, It shall be incorporated and authorized by 
its charter to confer degrees of doctor of dental medi- 
cine, doctor of dental surgery or doctor of dental 
science. 


Second, It shall have a competent faculty and corps 
of instructors. The teaching staff shall deliver a 
comprehensive and satisfactory course of lectures 
supplemented by adequate clinical and laboratory 
exercises in all subjects pertaining to modern den- 
tistry. 


Third, It shall give a course of not less than four 
separate academic years to matriculants who are 
graduates of accredited high schools or who present 
proof of equivalent training, or a course of not less 
than three separate academic years to matriculants 
who present satisfactory proof of having successfully 
completed two years of appropriate pre-dental train- 
ing in a college or university authorized to grant de- 
grees. Each academic year shal] consist of not less 
than thirty-two weeks of six days each. 


The administrative policy of the dental college 
shall be such as to accomplish the requirements of 


‘on with respeet to pupils in private schools this section.” 
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Senate Bill 321, relating to the construction 
of hospitals as amended, to read as follows: 


Section 1. Every building in the city of Boston 
hereafter erected, altered or designed for use or occu- 
pation as a hospital shall be provided with not less 
than two fireproof enclosed stairways, and such addi- 
tional like stairways as the building commissioner 
of said city, in this act called the commissioner, may 
determine, to be necessary. All of said stairways 
shall be so located with the approval of the commis- 
sioner as to furnish a ready and unobstructed means 
of egress from all parts of the building. A!l of said 
stairways and the stair landings shall have such clear 
width between hand rails and wall as the commis- 
sioner may require, but in no event less than forty- 
four inches, and the stair landings shall be free from 
steps and winders. At least one of the stairways 
shall communicate with the roof of the building. and 
all the stairways shall have such exits to grade as 
the commissioner may require. Such smokeproof 
doors shall be installed in the building as the com- 
missioner may require. 

Section 2. The board of appeal provided for by 
section six of chapter five hundred and fifty of the 
acts of nineteen hundred and seven and amendments 
thereof shall act as a board of appeal under this act 
and under sections one and two of chapter one hun- 
dred and sixty-three of the Special Acts of nineteen 
hundred and nineteen, and the members thereof shall 
receive therefor the same compensation as is pro- 
vided in said section six. Any person aggrieved by 
a requirement of the commissioner under this act or 
under said sections one or two, or by a refusal of 
the commissioner to issue a permit on account there- 
of, may appeal within ninety days after being notified 
of such requirement or refusal to the board of ap- 
peal. The appellant shall pay to the commissioner 
a fee of ten dollars before his appeal shall be heard 
by the board, and all such fees shall be deposited by 
the commissioner with the city collector not later 
than one week after receipt. After notice given to 
such parties as the board shall order, a hearing shall 
be had and the board shall affirm, annul or modify 
the requirement or refusal of the commissioner and 
shall notify the commissioner and the appellant 
thereof. If the requirement or refusal is affirmed, 
it shall have full force and effect, but if annulled or 
modified, the commissioner shall revoke or amend 
the requirement appealed from or shall issue a per- 
mit, if a permit has been refused, in accordance with 
the decision of the board. Decisions of the board 
hereunder shall be in writing and shall require the 
assent of at least three members. 

Section 3. So much of said chapter one hundred 
and sixty-three as is inconsistent herewith shall 
not apply to hospital buildings described in section 
one. 

Section 4. This act shall take effect upon its 
passage. 


MISCELLANY 
DIPHTHERIA—ANOTHER DISAPPEAR- 
ING DISEASE 


Fiaures recently compiled in the office of the 
Connecticut State Department of Health indi- 
eate that a new low point in diphtheria inci- 
dence was reached last year with a ease rate 
for the state of 111.9 per hundred thousand 
population. In fact there has been a consistent 
drop for the past five years till the case rate 
last year was less than half the rate five years 


ago. 
The diphtheria death rate for 1925 was 8.4 


per hundred thousand population as compared 
with a rate of 11.2 for the preceding year. The 
rate was 12.7 in 1923. Thus last year was 
marked by a fall of 25 per cent in diphtheria 
death rate which was more than double the 
11.8 per cent decrease the year before. The 
downward trend of diphtheria rates is regard- 
ed by health officials as particularly gratifying 
in view of the fact that it follows closely great- 
er attention to the immunization of children 
against diphtheria by diphtheria toxin-anti- 
toxin. 


NEW HAVEN LEADS THE WAY 


The low case rate in New Haven represents 
a 95 per cent drop from the rate of 295.8 for 
1921. City deaths rates often appear unduly 
high, being augmented by deaths of out-of- 
town patients brought to the city for hospitali- 
zation. In New Haven four of the seven deaths 
in 1924 and six of the nine deaths in 1925 were 
out-of-town patients, leaving only 3. resident 
deaths per year for the city. Using this num- 
ber in the ealeulation would give a resident 
diphtheria death rate in New Haven of only 
1.7 for the past two years. ; 


NOTES FROM THE BOSTON MEDICAL 
LIBRARY 


Tue ancient history of China is mythological 

and legendary but authorities are agreed that 
China had a civilization contemporary with that 
of Egypt and Sumir. In remote times when 
writing was not yet known, knowledge was 
transmitted from generation to generation by 
oral tradition. The legends teach us that the 
knowledge contained therein could not be his- 
torically assigned to any other period and was 
handed down from a time lying beyond the 
beginning of Chinese history. 
_ The second emperor of Chinese historians is 
Shon-Nung, 2737-2705 B. C. One of the most 
noteworthy achievements attributed to his reign 
was the discovery of the medicinal properties 
of plants. 

Huang-Ti, 2704-2595 B. C. followed Shén- 
Nung as the third emperor of the ‘‘Five Rul- 
ers’’. Quite a number of the fundamental in- 
ventions of Chinese civilization are aseribed to 
him. It was during this period that the ‘‘Bird- 
print’’ writing was said to have originated. He 
is supposed to have made bricks and to have 
taught his workmen how to construct houses. 
He laid the foundations for the sacrificial eult 
and built the first temple for the offering of 
sacrifices which had previously been offered in 
the open air. ‘Io regulate the calendar he built 
an observatory and he laid down rules of con- 
duct for his people. He was war-like, progres- 
sive and ruled with a rod of iron but was kind 
and considerate to the loyal among his subjects. 

During the reign of Huang-Ti, legend states 
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that there lived an eminent physician named 
M. “he Hwang who was very learned in the 
gec.ts of the pulse and could foretell whether 
on would die or recover. He is made the hero 
of » very pretty legend which is described in 
‘he Rassen-sen-den, It is said that once a 
dragon appeared before him and he perceived 
iy its falling ears and drooping jaw that it 
wae il. Ma She Hwang made a puncture in 
the lip of the dragon and administered a po- 
tion of liquorice. The sickness was at once re- 
lieved and the dragon restored to health. The 
dragon was so grateful that it awarded the 
doctor the miraculous power of curing all dis- 
eases and then flew away to the clouds. 

In commemoration ef its 50th anniversary 
a very good friend of the Library has presented 
and exquisite large ivory carving depicting the 
physician performing the operation on_ the 
dragon. The earving is by Ichi Kawa Bimi, an 
eminent and well known modern Japanese ar- 
tist noted for his earvings of muscular expres- 
sion and the workmanship is marvelous in its 
detail. 


J. B. 


STATE ACTION ON THE SUBJECT OF 
QUACKERY AND MEDICAL PRACTICE 


Tne N. Y. legislature has been petitioned for 
the appointment of a Commission to investigate 
the medical situation in that state. The report 
will be submitted to the 1927 legislature and 
will deal especially with the following prop- 
ositions : 


‘‘Ifas publie health been injured by the ac- 
tivity of self-styled medical institutions and 
‘diploma mills.’ 

‘Have graduates of any such low-standing 
institutions been employed by the State Public 
Health Service or any other branch of the State 
Government. 

‘‘Ilas the standing of the State medical insti- 


tutions and of our medical profession generally 
been injured in other States by the action of 
such self-styled medieal institutions and ‘di- 
ploma mills.’ 


‘‘Ilave graduates of such institutions and 
“p'oina mills been offering themselves as prac- 
oners of medicine in the State of New York. 

““tlave all the laws and requirements as to 
~cstration been observed by practitioners of 
licine in the State of New York. 

‘llave any institutions giving degrees in 
taotcine in the State of New York been issu- 
‘i diplomas or degrees to persons without suf- 
“cn” Knowledge and training as to legitimate- 
‘y entitle them to such diplomas or degrees.’’ 
toe commission is instructed ‘‘to ascertain 
“oly the United States Government officials if 
‘se tails have been used by such self-styled 
tueical institutions and organizations known 
popularly as ‘Diploma Mills,’ for purposes of 


fraud in connection with the sale of degrees or 
diplomas in preparation for medical practice, 
and to inquire to the fullest detail extent as 
to the legitimate transactions of all institu- 
tions or schools issuing such diplomas or de- 
grees.’’ 


An appropriation of $30,000 to defray the 
cost of the proposed inquiry is called for by 
the resolution which would give to the commit- 
a power to sit without, as well as within, the 

tate. 


PROTECT YOUR NEIGHBOR—STOP 
SPRAYING GERMS 


THE man on the avenue has a cold, an alarm- 
ing one, judging from the hoarse sounds as he 
coughed. It was one of those mild colds which 
if taken in time will respond to treatment of 
rest in bed, or, if neglected, will develop into 
something more serious perhaps bronchitis or 
pneumonia. 

The man evidently did not care what hap- 
pened for he was not taking the rest-stay-at- 
home eure. Furthermore, he did not care how 
many people took that cold from him. For a 
mile or more he freely sprayed the air with 
germs coughed up in sputum from his throat. 

It was a much-traveled avenue. Many others 
were passing or following in his wake and those 
who stopped and spoke with him had the op- 
portunity to breathe in the infected, germ-laden 
spray from his mouth or nose as he spoke or 
sneezed. 

Thus are colds and other diseases spread from 
one to another, from mouth spray of one who 
coughs or sneezes, and from fresh sputum from 
the eareless spitter. 

Now is the time to push that anti-spitting, 
anti-influenza campaign, and so eliminate from 
the community one source of contagion. The 
law stands back of any effort to get rid of care- 
less spitters that endanger the health of others. 
Section 2672 of the Public Acts of 1919 defines 
spitting as ‘‘the act of expelling any secretion 
from the chest, throat, mouth or nose’’. It for- 
bids spitting ‘‘on the paved walk of any pub- 
lie street, park or square’’ or floor, hall, or of- 
fice of any hotel, restaurant, apartment house, 
tenement or lodging house which is used in com- 
mon by guests or tenants thereof, or upon floor, 
platform, steps or stairs of any public building, 
chureh, theatre, railway station, store, factory 
or street car or other public conveyance.’’— 
Bulletin Connecticut State Department of 
Health. 


CELEBRATED SPEAKERS SCHEDULED 
TO APPEAR AT THE BIENNIAL NURS- 
ING CONVENTION 


From coast to coast the call has gone out for 
the biennial convention of the American Nurses’ 
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Association, and from now until May 17, the eyes 
of all nurses in the United States will be turned 
toward Atlantic City. 

Reservations are being made in all parts of the 
country, in Porto Rico, Hawaii and Canada, and 
delegations in many states have already complet- 
ed their plans for the trip. 

One of the best conventions in the history of 
the association! 

This is the prophecy of all those who have seen 
the forecast of the program, and a unique oppor- 
tunity will be offered the same week when the 
nurses with thirteen other health organizations 
participate in the first American Health Con- 
gress ever held in the United States. 

Four great sessions of the Congress are 
planned and 7,000 people from every branch of 
health effort in the country will attend. More 
than 5,000 of the number present will be nurses, 
according to the prediction made, which shows 
the tremendous part played by the profession in 
health work, and the importance of nursing in 
any health program. 

Among the men of international and national 
prominence who will make the Health Congress 
memorable are Sir Arthur Newsholme, K.C.B., 
M.D., F.R.C.P., well known in public health work 
in England; Dr. C.-E. A. Winslow, president of 
the American Public Health Association, Dr. Ray 
Lyman Wilbur, president of Leland Stanford 
University, and Dr. George E. Vincent, presi- 
dent of the Rockefeller Foundation.—Bulletin 
American Nurses Association. 


RECENT DEATHS 


ANTHONY—Dkr. JereEMIAH CHRISTOPHER ANTHONY, 
a practitioner of Springfield, formerly a Fellow of 
the Massachusetts Medical Society, died in that city, 
March 29, 1926, at the age of 60. 

He was born in Springfield and was a resident all 
his life, graduating from the Springfield High School 
in 1883 and from Jefferson Medical College, Phila- 
delphia, in 1891. 

Returning to Springfield, he began practice. He 
was married in 1916 to Miss Anna Curtis, who sur- 
vives him. He also leaves several nephews and nieces 
in Ohicago. He was a member of both Springfield 
Lodge of Elks and Home City Council, Knights of 
Columbus, and was medical examiner for both organi- 
zations. He also belonged to Division 12, A. O. H. 


AYER — Dr. Ricnarp Ayer, a prominent 
physician of Honolulu, formerly of Haverhill, Mass., 
died at Honolulu, March 30, 1926. He was a gradu- 
ate of Harvard Medical School in the class of 1891. 
He practised first in Cambridge, then in Portchester, 
N. Y., and then in Durango County, Mexico. He went 
to Honolulu in 1912 and had been city physician 
there. He was 57 years old. 


COPELAND—Fall River, March 30—Dr. ues 
W. Copeland, a retired physician, died today after a 
long illness, age 74. The funeral, which will be pri- 
vate, will be at the home, 173 Purchase Street. 

He was born in North Bridgewater, son of Charles 
0. and Esther Crary Copeland. He prepared for col- 
lege at Exeter and entered Harvard. He left at the 
end of his freshman year to study in Germany. In 


1877 he received a degree from the University of 
Giessen, and the following year came to this city 
and started practice. He practiced in Fall River fo; 
18 years, retiring in 1896. 

Besides his widow, Maude C. Copeland, he is sur. 
vived by four sons, Fred H., Charles M., William J. 
and Richard W., all of Fall River; and four daug) 
ters, Mrs. Marion C. Froman of Berlin, Mrs. Louise ©. 
Furbeck of Wyoming and Dorothy M. and Elizabet}; 
E. Copeland of this city.—Boston Herald, 


DONLAN—Dr. Cuartes Evwin Donan of Malden. 
former superintendent of the Long Island Hospital, 
Boston harbor, died at Miami, Fla., March 30, 1926, 
aged 52. 

He was appointed superintendent of the Long Island 
institution in April, 1908, serving until 1920. 

Dr. Donlan was a native of Lowell and a graduate 
of Harvard Medical School in the class of 1898. He 
served as an army surgeon during the war with 
Spain. He was superintendent of the Lowell alms- 
house for five years, resigning in 1906, and had served 
on the staff of St. John’s Hospital, Lowell. He was 
a charter member of Lowell Council, K. of C. He is 
survived by a sister, Miss Esther Donlan of Lowell, 
and a nephew, Charles B. Lee of Malden. 


VOSE—Dr. Atnert C. Vosr, for nearly 40 years a 
well known physician of Mattapoisett and Marion, 
and well known to the summer visitors ot the Cape, 
died a few days ago at his home in Marion. Because 
of illness he had been unable to practice for the past 
twelve years. He would have been 73 had he liver 
until April 26. Dr. Vose was born in Clinton, N. Y. 
He was educated at Boston University and the Medics! 
School of the University of Cincinnati. He practiced 
for several years in Mattapoisett and then moved to 
Marion, where he lived for 35 years. A brother of 
Dr. Vose was Dr. Edwin Vose, a prominent physician 
of Portland, Me., who died recently. Dr. Vose was a 
member of the Masonic order. He is survived by his 
wife, Mrs. Ada Vose. 


OBITUARIES 


JOHN MASON LITTLE, M.D. 


Dr. Joun Mason Lirrie died at his home in 
Brookline March 23, 1926, of heart disease after 
an illness of less than two weeks. He was born 
in Swampscott June 7, 1875, the son of the late 
John Mason and Helen (Beal) Little. 

He was a graduate of the Noble & Greenough 
School, Boston, of Harvard College “97 and 
Hlarvard Medical School ’01. 

After serving an internship at the Massach) 
setts General Hospital he spent a vear in trave! 
and study in Europe. He returned to Bost«cu 
in 1903 and began private practice, sharing 4! 
office with his classmate, Dr. Fred T. Murp!> 
During the following four years much of }> 
time was spent in assisting the late Dr. Samuc! 
J. Mixter. 

In 1907 he joined the Grenfell Mission a»! 
for ten years was very active in its work © 
Newfoundland and Labrador. The short Sur 
mers were spent in cruising up and down 
coast of that North country and in Wint::: 
many trips were made by dog-sled. He beca: 
the Head of a small hospital at St. Anthon’, 
Newfoundland, the capacity of which was dow »- 
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le) while he was in charge. This change was 
ne possible largely by gifts from his own 
and personal friends. 

_ September 1911 at St. Anthony he married 
, » worker, Miss Ruth Esther Keese of Ash- 
by ham, Massachusetts. In 1917 for the sake 
«’ ‘heir three boys Dr. and Mrs. Little relue- 
‘snty returned to Massachusetts and made 
they home in Brookline. Three more children 
were born and all six with Mrs. Little sur- 
After his return Dr. Little was appointed 
surgeon to out-patients at the Massachusetts 
General Hospital, Assistant Visiting Surgeon 
io the Leng Island Hospital, Instruetor in Sur- 
vical Technique at the Harvard Medical School 
and a Medieal Examiner of the New England 
Mutual Life Insuranee Company. Later he be- 
came one of the Assistant Medical Directors of 
that Company and Surgeon of the Boston & 
Albany Railroad. This necessitated his resign- 
ing his Hospital and Medical School positions. 

Ile was a member of the Massachusetts Med- 
ical Society, American Medical Association, 
American College of Surgeons, also of the Har- 
vard Club and the Union Club of Boston. 

Ile was one of a large family. <A brother and 
five sisters survive him. His boyhood and 
youth were spent in or near Boston. Fondness 
for life on the salt water was a family trait. 


In a rather peculiar way Dr. Little’s life was 
divided into periods each of which prepared 
him for the broader work of the next period. 
His courses in Preparatory School and College 
were such as to add to his already large circle 
of friends. After graduation from College in 
1897 the next ten years were spent in Medical 
School, Hospital, graduate study in Vienna and 
private praetice under the inspiring leadership 
of Dr. Mixter whose surgical practice took him 
to many parts of New England in the days 
when means of transportation were less rapid 
than at present and when well-equipped smal! 
hospitals were far less numerous than now. Fre- 
quent operations on patients in their homes 


tended to develop the resourcefulness of the 
surgeon, Next came ten years of the varied 
“ors Medieal, Surgical, Administrative, of the 


vl Grenfell Mission. This period 
vcesented professional and sociological prob- 
“tos numerous enough and complex enough to 
'\ the ingenuity and test the courage of any 
ney or woman who tried to meet and dispose 
ol com. During the ten years of this difficult 
in absorbing work Dr. Little was eminently 
-stul. He published several articles in 
\| Journals, notable among which were a 
- of a series of operations for the relief of 
‘l cases of epilepsy and a summary of his 
> of beri-beri as seen in that country. 
Dus ug the last ten-year period of his life, after 
 Jeration of his family had brought him 
«* to his native State, although meeting dif- 


ferent. problems he continued his keen interest 
in the welfare of the people ‘‘up North’’. He 
was at the time of his death President of the 
New England Grenfell Association and a Di- 
rector of the International Grenfell Association. 
Membership in these bodies was not an honor- 
ary position merely but one which involved 
much hard work and called for faith, tact, ecour- 
age, all of which were given cheerfully and 
freely. 

It is not inappropriate in this connection to 
record the fact that it was Dr. Little’s frequent- 
ly-expressed wish that his body should be ere- 
mated and the ashes taken to St. Anthony for 
burial. This wish will be carried out and it is 
planned to have in time a suitable memorial 
erected there in connection with the hospital 
and other work for those whose interests were so 
close to his heart. 

A many-sided man who made friends easily, 
who knew how to play but who seemed to pre- 
fer hard work, who gave generously of time 
end counsel to his friends, a man of broad vis- 
ion and sympathy, yet well-poised and with a 
lively sense of humor, such was the friend we 
have known, and whom we shall hold in grate- 
ful and affectionate remembrance. 


D. N. B. 


GEORGE A, STICKNEY, M.D. 


Dr. GeorGe A. StickNEY died at his home in 
Beverly on March 22, 1926. 

Ife was born in Beverly, October 5, 1856 and 
had spent the greater part of his life in that 
city. His medical education was obtained in 
study with Dr. Swasey and later at the Har- 
vard Medical School, from which he graduated 
in 1882. He was a member of the American 
Medical Association and a Fellow of the Massa. 
chusetts Medical Society. For over 40 years 
Dr. Stickney had been a member of the Pension 
Board and for 35 years he had served either as 
an associate or medical examiner of the sixth 
Essex district. In 1893 he became a member of 
the Medical Staff of the Beverly Hospital and 
continued to serve in that capacity until 1908 
when he became a member of the Consulting 
Staff. For the past 12 years he had been the 
head of the hospital staff of the United Shoe 
Machinery Corporation at Beverly, and, in ad- 
dition, although nearly 70 years of age, he car- 
ried on a very extensive general practice. 

Dr. Stickney was an excellent representative 
of the fast diminishing number of family physi- 
cians. He gave freely of his time to all and 
was always genial and sympathetic. His pa- 


tients were his friends, to all of whom his death 
comes as a great shock. 

He is survived by his widow, one daughter, 
and two sons, one of whom, Dr. Robert C. Stick- 
ney, was associated with him in practice. 


Nt 
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FRANCIS JOEL CANEDY, M.D. 


Dr. Francis J. Canepy, a long time practi- 
tioner of Shelburne Falls, Medical Examiner of 
Western Franklin County for many years, died 
at his home, March 30, 1926, at the age of 79. 
A native of Heath, and son of Joel and Louisa 
Canedy, he was a student and a teacher at the 
old Shelburne Falls Academy, and a graduate 
of the Medical School of the University of Mich- 
igan in 1870, he had an abiding interest in sei- 
ence and education. As a general practitioner 
his suecess was remarkable, in spite of the ex- 
acting nature of a practice which, at times, in- 
eluded as many as three thousand persons. He 
was president of the Shelburne Falls Savings 
Bank, president of the Masseamit Mills, presi- 
dent of the Massachusetts Medico-Legal Soci- 
ety, a councilor from 1891-1900 of the Massa- 
chusetts Medical Society from the Franklin 
District and vice-president of the parent soci- 
ety in 1907-1908. 

He is survived by his widow, Mrs. Gertrude 
Griebel Canedy of Shelburne Falls, a sister, 
Mrs. Lucy Stockwell of Heath, two daughters, 
Mrs. Frederic A. Tupper of Brighton and Mrs. 
Philip B. Hadley of Shelburne Falls. 


CORRESPONDENCE 


AN OPENING FOR A DOCTOR 


1 April, 1926. 
Mr. Editor: 

This morning’s mail brings me the following: 

“Our town voted this spring to give a good doctor 
one thousand dollars to come and stay a year and 
practice. There is a nice house, all furnished, that 
a doctor can buy cheap, on the State road, and near 
the stores. church and school. Our doctor is dead 
and also the doctor in our next town, and there is a 
good chance for a doctor, as the nearest one is eight 
miles away and he does not want to come so far.” 

I might add that he begins “doctor” with a capital 
“D” in every case, which is a good sign of the respect 
that still exists in this New Hampshire town. 

Can you suggest anyone for them? 

I shall be glad to put you in touch with the writer 
if you can help him. 

Cordially yours, 
ELEANOR MELLEN. 
291 Lake Avenue, Newton Highlands. 


A REFERENCE TO A FORMER ACTION OF THE 
COUNCIL BY DR. RICHARD C. CABOT 


Mr. Editor: 


In a recent number of the Survey, Dr. Richard C. 
Cabot speaks of the “change that has come about in 
the medical profession since the Committee on Ethics 
and Discipline publicly condemned” him “for advo- 
cating the same sort of experiments in public medical 
service that the Life Extension Institute Board are 
now backing,” saying, “Then I was an abominable 
heretic, now I have become almost orthodox.” 


Since the verdict of that Committee has been 


brought to the attention of the public in a lay journal 
after all these years, it is proper to state that Dr. 
Cabot was “condemned” for public reflections on the 
ethical standards of the medical profession and on 


‘|the honor and intelligence of his fellow practitioners 


for the manner in which he presented his views 
rather than for the meat that was in them, and that | 
for one am quite sure that the same committee, or 
any committee, under similar circumstances would 
act in 1926 as it did in 1916. 

I have of course no authority to speak for Drs. J. A. 
Gage, Henry Jackson, G. deN. Hough and John W. 
Bartol, who were, with myself, members of that Com- 
mittee on Ethics, but knowing these men as I do. 
have no reason to think that their opinions have 
changed about the unfortunate publicity which the 
Evans Memorial lectures of that day received. 

The Committee considered the matter for over a 
year, conferred with the then President and with 
three Ex-Presidents of the Society before preparing 
their report,a report unanimously made, and received 
by the Council with equally unanimous approval. 

Sincerely, 
SAMUEL B. Woopwarp. 


MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


COMMUNICABLE DISEASES REPORTED FOR THE WEEK 
Marcu 27, 1926 


Anterior poliomyeli- 


Mumps 114 
tis Ophthalmia neonato- 
Anthrax 2 rum 16 
Chickenpox 153 Scarlet fever 260 
Diphtheria 70 Septic sore throat 2 

Dog-bite 5 Suppurative conjunc- 

Dysentery tivitis 13 

Encephalitis lethar- Syphilis 39 
gica Trachoma 1 


Epidemic cerebrospi- 


Pulmonary tubercu- 


nal meningitis 8 losis 
German measles 261 Tuberculosis, other 
Gonorrhea 48 forms 
Influenza 590 Typhoid fever 6 
Lobar pneumonia 250 Whooping cough 419 
Measles 930 


RHODE ISLAND STATE BOARD OF HEALTH 
ConTaAcious Diseases REPORTED FOR THE WEEK ENDING 


Marcu 20, 1926 
Diphtheria Pneumonia 10 
Measles 256 Chickenpox 2 
Whooping cough 16 Septic sore throat 1 
Mumps 8 German measles - 25 
Scarlet fever 7 Tuberculosis 3 
Influenza 185 


CONNECTICUT DEPARTMENT OF HEALTH 


Morsipity Report FOR THE WEEK ENDING 
Marcu 20, 1926 


Measles 1171 Chickenpox 56 
Last week 1284 Encephalitis epidemic 1 
Diphtheria 33 German measles 9 
Last week 48 Influenza 171 
Diphtheria bacilli Mumps 7 
carriers 18 Pneumonia, lobar 120 
Typhoid fever 1 Septic sore throat . 
Last week 0 Tuberculosis, pulmo- 
Scarlet fever 82 nary 
Last week Tuberculosis, other 


Last week 


Bronchopneumonia 97 


Cerebrospinal menin- 
gitis 


82 
cough 113 
117 


forms 
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Rerort ror THe Weex ENprno 
Marcu 27, 1926 


M.asles 811 Chickenpox 54 
Last week 1171 Conjunctivitis inf. 1 
Diphtheria 25 German measles 7 
Last week 35 Influenza 531 
Diphtheria bacilli Mumps 18 


carriers 11 Paratyphoid fever 1 
T:phoid fever 1 Pneumonia, lobar 110 
i.ast week 1 Septic sore throat 1 
Scarlet fever 95 Tuberculosis, pulmo- 
Last week 82 nary 27 
Whooping cough 147 Tuberculosis, other 
Last week 113 forms 2 
Rronchopneumonia 113 Gonorrhea 4 
Ccorebrospinal menin- Syphilis 25 
citis 
NEWS ITEMS 


REMOVAL—Dr. Tom A. Williams, formerly of 
Washington, D. C., has moved his office to 208 Ex- 
change Building, Miami, Fla. 


DR. WALTER P. BOWERS gave an address on 
Medical Ethics to the senior class at Tufts Medical 
School, Thursday afternoon, March 25. 


REGISTRATION RESTORED—The registration of 
Daniel W. Dorman was restored at a meeting of the 
Board March 11, 1926. 


MEASLES TOXIN—The daily papers report that 
Dr. N. S. Ferry, working in a commercial laboratory, 
has “discovered” a measles toxin, which will not be 
available for general use for some time. The organ- 
ism which it is claimed has been isolated has been 
given the name of “Streptococcus Morbilli.” Dr. 
Ferry is a graduate of Johns Hopkins Medical School. 


REPORTS AND NOTICES OF 
MEETINGS 


MEMORIAL MEETING TO DOCTOR 
EUGENE ROBERT KELLEY 


Tere will be a meeting at Ware Hall, Bos- 
ton Medical Library, 8 The Fenway, Boston, 
at five o’eloek, April thirteenth, in memory of 
Dr. Eugene Robert Kelley. Mr. Edward S. 
Anthoine, a classmate at Bowdoin College, and 
Dr. Allan J. MeLaughlin, previously Commis- 
sioner of Health of Massachusetts, will speak. 

All those who knew Dr. Kelley and his work 


are invited to attend and do honor to his mem- 
ory. 


TRUDEAU SOCIETY 


Tue next meeting of The Trudeau Society of 
Boston will be held on May 11, 1926, at 8:15 
}). m., in Sprague Hall, The Medical Library, 8 
The Fenway, Boston, Mass. 

The paper will be by Dr. Edward O. Otis. 
Sebjeet—§s tic Treatment of Tubercu- 


losis. 


An lini discussion is promised. 
Physicians, Medical Students and Nurses are 
cordially invited. 
Grorce S. Secretary 


THE NEW ENGLAND DERMATOLOGICAL 
SOCIETY 


THE annual meeting of the Society will be 
held on Wednesday, April 14, at three o’clock, 
in the Skin Out-Patient Department of the Bos- 
ton City Hospital. 

Westey T. Lee, M.D., Secretary. 


HARVARD MEDICAL SOCIETY 


THE next regular meeting of the Harvard 
Medical Society will be held as usual in the 
amphitheatre of the Peter Bent Brigham Hos- 
pital, April 13, 1926, at 8:15 p. m. The pro- 
gram follows :— 

1. Demonstration of Cases. 

2. Velocity of Blood-Flow in Health and 
Disease—Herman Blumgart, Soma Weiss and 
Otto Yens. 

All members of the Medical Profession, Medi- 
cal Students and Nurses are invited. 


S. A. Levine, Secretary 


SUFFOLK DISTRICT MEDICAL SOCIETY 
CENSORS’ MEETING 


THE censors of the Suffolk District Medical 
Society will meet for the examination of candi- 
dates at the Medical Library, No. 8 The Fen- 
way, Thursday, May 6, 1926, at 4:00 o’clock. 

Candidates should make personal application 
to the secretary and present their medical di- 
ploma at least one week before the examination. 

ArtTHur H. Crosste, Secretary. 
520 Commonwealth Avenue, Boston. 


ALL PHYSICIANS INVITED TO ATTEND 
THE OPENING OF LAKEVILLE STATE 
SANATORIUM FOR CASES OF NON- 
PULMONARY TUBERCULOSIS. 


THE State Department of Public Health an- 
nounces that on Tuesday, April 27th, there will 
be a formal opening of the Lakeville State Sana- 
torium as an institution given over exclusively 
to the care of non-pulmonary tuberculosis. It 
is expected that His Excellency Governor Alvan 
T. Fuller will be present. Other speakers will 
be Dr. Linsly R. Williams of the National 
Tuberculosis Association on ‘‘ National Aspects 
of the Tuberculosis Program’’; Dr. Vincent Y. 
Bowditch on ‘‘Landmarks in the State’s Care 
of the Tuberculous’’; Dr. James S. Stone, Pres- 
ident, Massachusetts Medical Society on ‘‘Non- 
Pulmonary Tuberculosis and the Profession’’; 
Dr. Kendall Emerson, President, Massachu- 
setts Tuberculosis League. on ‘‘Non-Pulmonary 
Tuberculosis and the Public’’; Dr. Leon A. 
Alley, Superintendent, Lakeville State Saria- 
torium, on the services offered at Lakeville. A 
buffet lunch will be served from one to two 
‘clock, and the formal exercises will at. 

ree. 
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All physicians are cordially invited to attend 
these exercises which mark a significant ad- 
vance in the service offered by the State to the 
tuberculous patient. It is requested that those 
planning to come inform the Department of 
Public Health, State House, Boston, indicating 
their method of transportation in order that 
adequate facilities may be available. 

A train will leave Boston at 1.30 P. M., ar- 
riving at Middleborough at 2.31 P. M. Return- 
ing, a train will leave Middleborough at 4.45 
P. M., arriving at Boston at 6.06 P. M., and an- 
other will leave Middleborough at 5.48 P. M., 
arriving at Boston at 6.50 P. M. 

Special bus service will leave Copley Square 
in front of the Copley Plaza Hotel at 11 A. M. 
and return from Middleborough so as to arrive 
in Boston about 6.30 P. M. 

The institution is reached from Boston by 
road through Mattapan, Blue Hill Avenue to 
Ponkapoag, to Stoughton, then the Taunton 
Road to West Bridgewater, and to Middlebor- 
ough, the institution being located about one 
mile out of Middleborough on the New Bedford 
road. 


NEW ENGLAND PEDIATRIC SOCIETY 


THE ninety-seventh meeting of the New Eng- 
land Pediatrie Society will be held at the Bos- 
ton Medieal Library on Friday, April 9, 1926, 
at 8:15 p. m., 

The following papers will be read: 

1. The Feeding of the Newborn Infant from 
the Obstetrician’s View Point, Frederick C. 
Irving, M.D., Boston. 

2. Establishment and Re-establishment of 
Mother’s Milk, Warren R. Sisson, M.D., Bos- 
ton. 

3. The Feeding of the Normal Infant at 
Birth, Maynard Ladd, M.D., Boston. 

Light refreshments will be served after the 
meeting. 

Joun Loverr Morse, M.D., President. 
JosepH GARLAND, M.D., Secretary. 


CHILDREN’S HOSPITAL STAFF CLINIC 


Tue Visiting Staff of the Children’s Hospital 
will hold a clinical meeting in the amphitheatre 
of the hospital, Friday, April 9 at 4:30 p. m. 
All physicians are cordially invited to attend. 


12TH ANNUAL MEETING OF MEDICAL 
WOMEN’S NATIONAL ASSN. 


Tne Twelfth Annual Meeting the Medieal 
Women’s National Association will take place 
April 18-19, at Dallas, Texas, in conjunction 
with the American Medical Association meet- 
ing. 

The headquarters of the M. W. N. A. are the 
Hotel Baker. Dr. May Agness Hopkins, Medi- 


eal Arts Bldg., Dallas, Texas, is the Chairman 
of the Committee on Arrangements. 

Women intending to go to this meeting should 
promptly make reservations either through Dr. 
Hopkins or directly at the Baker Hotel, as there 
will be a big crowd there. Hotel rates are rea- 
sonable, a double room with bath averaging $6. 

The terms for railroad transportation should 
be looked up in the A. M. A. Journal, but in 
many places where there are large numbers 0! 
members of the Medical Women’s National As. 
sociation, special cars for the women may be 
run, 

Medical Women passing through New ()y 
leans are especially invited to stop over ther. 
and will meet with a cordial weleome from the 
New Orleans medical women, represented by 
Dr. Elizabeth Bass, 3513 Prytania St., who is 
President of the Women Physicians of the 
Southern Medical Association. 

The Texas women, codperating with the chair- 
man, Dr. Hopkins, are making most attractive 
arrangements for the meeting. All medica! 
women, whether members of the M. W. N. A. or 
not, are most cordially invited to participate in 
this meeting. 


BOSTON HEALTH LEAGUE INC, 


THE next meeting will be held April 14th, at 
the North End Health Unit, 41 North Margin 
Street, at 3.30 P.M. Dr. Murray P. Horwood, 
Assistant Professor of Publie Health, Massa- 
chusetts Institute of Technology, will speak on 
‘*‘A Program for a More Effective Campaign 
Against Tuberculosis in Boston.’’ 


BOSTON CITY HOSPITAL 
STAFF CLINICAL MEETING 


CHEEVER Surgical Amphitheatre, Thursday, 
April 15, 1926, at 4 P. M. 

Demonstration of cases by members of the 
Medical and Surgical Staff. Discussion of the 
cases invited. 

Medical Students and Nurses In- 
vited. 
Joun J. Superintendent. 


SEMI-ANNUAL MEETING OF THE NEW 
HAMPSHIRE SURGICAL CLUB 


THe 28th semi-annual meeting of the New 
Hampshire Surgical Club will be held at 
Nashua, N. H., Tuesday, April the 27th, 1926. 
The customary operative clinie as arranged by 
the Nashua Doctors will take piace at St. Jos- 
eph’s Hospital beginning at 10 A. M. Lune): 
will be served at the hospital. The afternoon 
program consisting of a discussion of the morn 
ing clinie and prepared papers will be given a‘ 
the new Nurses Home of the Memorial Hosi- 
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to!. Every effort is being made to insure an 
ij» ovesting and profitable meeting. The New 
Surgical Club has a regular mem- 
). ship of over 200 as well as honorary mem- 
} ><. Honorary members are made up of those 
out of the state who have appeared from time 
io (ime on the Club program. Honorary mem- 
bers are always especially welcome at all of the 
Joun F. Hotmes, M.D., Secy. 


HEADQUARTERS FIRST CORPS AREA 


OFFICE OF THE CORPS AREA SURGEON 
BOSTON, MASS 


Tne next meeting in the Winter Training 
schedule for Reserve Medical Department offi- 
cers will be held at the Medical Library, 48 Fen- 
way, Boston, Mass., on April 14, 1926, at 8:00 
| You are urged to attend and bring a Reserve 
ofticer or some Doctor who might become one 
with vou. 

Henry BecKrorp, 
Major, M. C. (Dol). 


N. E. HOSPITAL FOR WOMEN AND 
CHILDREN 


Tue April Clinieal conference of the New 
England Hospital for women and children was 
held Thursday, April 1, 1926 at 7:45 P. M. 
Cases of uremia, laryngeal diphtheria, uterus 
duplex bicornis were presented. 


MEETING OF THE HARVARD MEDICAI 
SOCIETY 


Tre Harvard Medical Society met at the 
Peter Bent Brigham Hospital on Tuesday. 
March 23rd. 

Two cases were presented. The first case was 
1 young man of twenty-eight complaining for 
ihe last few months of dimness of vision and 
periods of temporary amblyopia. Four years 
avo he began to wear glasses because his eyes 
«ow tired easily. He has noticed that the hear- 
io’ in his left ear has been impaired since 1915. 
iiccently he has been troubled with pain in the 
occipital region. Physical examination 
vows a tilt of the head to the right side, deaf- 
oss In the left ear, unsteadiness of gait, a posi- 
| Romberg’s sign, hypotonicity of the 
vscles, nystagmus and a high degree of 
' oked dise. The X-ray of the skull showed 

loping, characteristic of inereased intra- 

‘mal pressure. The diagnosis was a right 

custie nerve tumor. 

The second case was a woman, aged forty- 

», Whose chief complaint was an inability to 

- illow. Her illness began eight weeks before 

|) indefinite headache in the right parietal 


region. The day before entry, five weeks ago, 
she felt dizzy and unable to swallow. On entry 
she was in a semi-stuporous state with tempera- 
ture 101°F, pulse 90 and respiration slow and 
regular. Physical examination revealed an in- 
ability to swallow, rotary nystagmus, diplopia, 
loss of corneal reflex in the right eye, paralysis 
of the palate on the right side, loss of power in 
the right arm and some ataxia. There was a 
positive Babinski and positive Oppenheim’s 
sign on the right. There was slight diminution 
of sensation on the right side and numbness of 
the right side of the face. The lumbar puncture 
was negative but suggested a type one gold sol 
curve. The eye grounds were negative. The 
diagnosis that seemed most probable was a cere- 
bral lesion of luetie origin. The paralysis im- 
proved rapidly. The day following entry she 
was able to swallow. For four weeks she has 
been treated with protiodide of mereury and 
potassium iodide. Improvement has been 
steady. 

Dr. Richard P. Strong, Professor of Tropical 
Medicine, addressed the meeting on ‘‘The Hu- 
man Spirochetal Infections’’. He divided these 
infections into two groups: 

(1) Those that give rise primarily to infee- 
tions of the blood. These include Relapsing 
fever, African Tick fever, Rat-bite fever, 
Hemorrhagie jaundice and Yellow fever. 

(2) Those causing primarily local lesions 
including Syphilis, Yaws and Tropical Uleer. 

Spirochetes have been described in such dis- 
eases as lymphatic leukemia, lympho-sarcoma, 
trench fever, trench nephritis, scarlatina, ar- 
thritis, acute yellow atrophy of the liver, 
erythema nodosum, psoriasis and encephalitis 
lethargica, but these have been shown to be 
soprophytie species, accidental invaders’ or 
erroneous observations. The spirochetes found 
in seven day fever and in black water fever are 
probably closely related to the lepto spira of 
hemorrhagic jaundice. Spirochetes of the in- 
testinal tract have been thought by some to be 
a factor in certain forms of dysentery. Those 
found in the mouths of normal individuals, 
sometimes may complicate lesions and mask the 
true etiological factor (s. bronchialis). 

The July Annals of the Pasteur Institute de- 
scribe a spirochete isolated by Kermogant of 
that institution, from cases of mumps. It can 
be grown only in association with a motile grain 
negative bacillus. He claims to have success- 
fully reproduced parotitis in animals by inocu- 
lations with this organism. 

Dr. Strong described the various types of 
ticks that transmit the organism of relapsing 
fever in different countries. 

Inoculation with the organism of relapsing 
fever has been successfully used in the treat- 
ment of general paresis. In a series of eighteen 


cases, eleven were symptomatically cured, two 
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were slightly improved, two not at all improved 
and two died. The treatment is more or less 
empyrical. The super imposed infection may 
give rise to a state unfavorable to the spirocheta 
pallida, or it may produce a toxin that kills the 
spirochete of syphilis, or stimulate the produe- 
tion of immune bodies. At least one third of 
the cases are greatly improved or cured. Inoe- 
ulation with the organism of relapsing fever has 
certain advantages over the treatment with the 
malarial parasite in that it produces a milder 
reaction which is self-limited, also in that the 
organism may be propagated by animal inocu- 
lation. There are only four to six attacks of 
fever and usually no unfavorable symptoms 
following human inoculation. 

The transmission of yellow fever by an in- 
termediate host, Stegomyia Fasciata, was dem- 
onstrated by the heroic investigations of Car- 
roll, Lazear and others in 1900; but it was not 
until 1918 that Noguchi showed the lepto spira 
icteroides to be the cause of this disease. The 
morphology of this organism is very similar to 
that of lepto spira ictero hemorrhaegiae, the 
organism of hemorrhagie jaundice. They pro- 
duce similar lesions in guinea pigs and are very 
closely related serologically. The difference in 
the two diseases is not entirely explained. 
There may be an additional element in yellow 
fever acting with the lepto spira icteroides just 
as in hog cholera there is a filtrable virus in 
addition to the bacillus. 

Spirochetes which cause local lesions and are 
essentially tissue parasites rather than blood 
parasites inelude spirocheta pallida of Syphilis, 
spirochete pertenues of Yaws, spirocheta Schau- 
dinni of Tropical uleer, Spironema Noguchii of 
Dermal granulomatous spirochetosis. Noguchi 
has found also spirocheta callegyrum of condy- 
lomata and spirocheta phagedinis in phagedenic 
ulcerations. The last one may be sopropliytie. 

The tropical sloughing phagedena begin’ as 
a small populo-vesicular lesion. It later be- 
comes eroded and ulcerated. The ulcer is 
sharply cireumseribed but shows no tendency 
to heal unless treated. The organism can be 
inoculated into monkeys and rabbits, but only 


after the tissues and skin have been bruised and|}- 


the circulation interfered with. 


Another spirochetal organism causing a char- 
acteristic local lesion is Spironema Noguchii 
(w. sp.). The lesions are composed of small 
papillomata closely packed. These later uleer- 
ate with the formation of sear tissue at the base. 
The popillomata are tender, very vascular and 
friable and bleed easily. Spirochetes may be 
obtained in great numbers from the lesions. 
They oeeur quite characteristically in star- 
shaped masses and are quite different from the 
spirochete of syphilis. The eoils are coarser and 
thicker and there is a deeply staining nodule at 
each end of the organism. They may be eulti- 


vated in rabbits’ serum. Inoculations in mon- 
keys have been unsuccessful. Animals are not 
very susceptible, but a few of the organisms 
have been recovered from scrotal lesions pro- 
dueed in rabbits. 

In the treatment of spirochetal infections the 
best results have been obtained with the arsen- 
icals. Salvarsan is a specific for relapsing fever 
and very effective in Yaws. Yellow fever and 
hemorrhagic jaundice are not benefited by ar- 
senicals. In these diseases arsenicals would be 
contraindicated on account of the marked in- 
volvement of the liver. 

Dr. A. W. Sellards addressed the meeting on 
**Observations on Yaws in the Philippines.”’ 
Contrasting Yaws with Syphilis, he said it is 
a much easier disease to control than syphilis. 
Clinically and pathologically it is distinet from 
syphilis. It bears a relation to syphilis similar 
to that of leprosy to tuberculosis. The first and 
secondary lesions of Yaws are identical. On 
healing, after treatment with neosalvarsan, 
they leave no sears, but do leave deeply pig- 
mented areas that may persist for several 
months. 

In some instances Yaws patients after treat- 
ment with neosalvarsan, possess definite resist- 
ance to re-infection for at least two or three 
years. Theoretically this resistance may be cre 
either to an active immunity or to the persist- 
ence of a latent infection. However, an active 
infection with yaws does not, as in syphilis, 
prevent super infection with the development 
of typical granulomata. 

The skin manifestations of Yaws are almost 
as varied as those of syphilis. The lesions in 
the palms resemble the palmar syphilides. 

Yaws is one of the few diseases that are 
sharply limited to the Tropies. It oceurs in 
typical form only in warm moist climates. It 
is often said to disappear as one goes from the 
sea-level up into the mountains. In the Philip- 
pines cases occur in the mountains which are 
atypical clinically. They show econdylomatous 
lesions around the muco-cutaneous junctures. 

Some of thesmanifestations of Yaws ean be 

reproduced in the monkey. 
Dr. M. Theiler addressed the meeting on 
‘*The Diagnosis of Rat-bite Fever and Obser'va- 
tions on Spirocheta Morsus Muris.’’ This or- 
ganism has been recently inoculated into a 
number of cases of general paresis as a thera- 
peutic measure. It has certain advantages over 
malaria in that it does not produce as severe a 
reaction. It may be kept by passage in guinea 
pigs and is readily controlled by arsphenamine 
injections. Some cases are immune to malaria 
but are not to rat-bite fever. 

The incubation period in this disease is ap- 
proximately fourteen days. The loeal reaction 
at the site of inoculation is followed by a region- 
al lymphangitis and later by paroxysms of fever 
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lasting one to three days. These are repeated 
up to fourteen paroxysms and the disease is 
then stopped by a single dose of arsphenamine. 

The diagnosis of rat-bite fever is made early 
from the primary lesion. Later animals are in- 
oculated with material obtained by gland pune- 
ture or with blood. 

Guinea pigs may develop atypical reactions 
that make the diagnosis difficult. The best 
method of diagnosis is by the use of the serum. 
Antibodies develop early in the disease. If ac- 
tive spirochetes are mixed with the serum from 
an infected patient, they die in a few minutes. 
Normal serum has no such action. Typically 
the disease in the guinea pig resembles the dis- 
ease in man. 

In diseussing yaws, Dr. Moss expressed a 
more conservative view of the results of 
arsphenamine treatment in this disease. Of 
something over 1000 cases treated in 1920 by 
the Ilarvard Commission, there were about 
twenty-five percent that were apparently cured 
at the time the commission left the island (San- 
to Domingo). 

It is quite possible that this percentage might 
have been inereased if an examination could 
have been made a few months later. During 
the summer of 1925 about half of the original 
1000 cases were reexamined, and it was found 
that some of the 25% of eases which were re- 
ported as apparently cured in 1920 had had 
recurrences. The average period of freedom of 
signs and symptoms of the disease in these cas- 
es was about 31% years. 


SOCIETY MEETINGS 
District Mepicat SocisrTiss 
Essex South District Medical Society 


Thursday, May 6—Censors meet at Salem Hospital, 3:30 P. M 

Tuesday, May 11—The Tavern, Gloucester. Annual meeting 
Speaker to be announced. 

Essex North District Medical Society 

May 12, 1926—The annual meeting at the Anna Jaques Hos- 

pital, Newburyport. 
Middlesez East District Society 
April 14—At the Harvard Club at 6:30 P. M. Address 
subject, “Kidney Aff 


by 
Dr. Yam E. Ladd: ections in Child- 
00 


May—Annual meeting, Colonial Inn, North Reading. Subject 
and speaker to be announced 


Suffolk District Medical Society 


April 28—At 8:15 P. M. Annual meeting. Election of offi- 
ors. “Some Diagnostic, Prognostic and Therapeutic 

o* Disorders of the Blood,” Drs. 
“turgis and Raphael Isaacs. 


‘otices of meetings must reach the JourNat office on the 
Pr lay preceding the date of issue in which they are to appear. 


BOOK REVIEWS 


| Manual of Clinical Laboratory Methods. By 
Ciype Lorrrier Cummer, Ph.B., M.D. See- 


ond Edition, Lea and Febiger. Philadelphia 
and New York. pp. 547. 


the present multiplicity of clinical laboratory 
‘ests Is such that the books attempting to detail 
‘tem all are far too bulky for ordinary use. Dr. 


Cummer has wisely avoided this evil and has se- 
lected the most essential and commonly used 
tests, but in so doing has not omitted recent ad- 
vances in laboratory science. A valuable fea- 
ture is the concise yet explicit manner in which 
the various procedures are presented. In addi- 
tion, a diseussion of the clinical significance of 
the results of the various tests adds to the use- 
fulness of this volume. Too often the laboratory 
methods are presented as though the results ob- 
tained by their use were an end in themselves. 

The typographical appearance of the book is 
attractive and the illustrations are well selected 
to supplement the text. 

The Wassermann reaction is covered with par- 
ticular thoroughness, the preparation of the re- 
agents being given in detail, and both the Kolmer 
Standard and the Cleveland methods are pre- 
sented. The precipitation tests for syphilis are 
accorded but secant treatment, however, less than 
two pages being allotted to them. With the 
growing use of the Kahn test, there might well 
have been placed more emphasis on this class of 
reaction. 

A feature present in this volume, but too often 
omitted in laboratory manuals, is an extensive 
and well chosen bibliography. 

All in all, Dr. Cummer’s manual would be a 
valuable addition to the shelves of any clinical 
laboratory. 


The Diseases of Children. By the late Sir 
James Frepertc Goopnart, Bart., M.D., 
LL.D. Aberd., F.R.C.P. Twelfth Edition, 
edited by Greorce FrReperic Stitt, M.A., M.D., 
.R.C.P., Professor of Diseases of Children 
King’s College, London; Physician for Dis- 
eases of Children, King’s College Hospital; 
Physician to the Hospital for Sick Children, 
Great Ormond Street. With 68 Illustrations. 
Philadelphia, Lea & Febiger, 600 South 
Washington Square, 1926. 


The first edition of this text book was pub- 
lished in 1885, and since that time eleven others 
have appeared. As explained in the preface it 
is a clinical work, and most of the clinical des- 
eriptions of disease are excellent. There is, 
however, surprisingly liitle text on such impor- 
tant subjects as celiae disease and the ductless 
glands, and much of the more recent knowledge 
of many conditions is lacking. The work has 
in general been brought up to date, but still it 
is not modern. In reading much of the text one 
is impressed with the fact that it is old fash- 
ioned. Boiling of milk is mentioned with dis- 
approval, the addition of green vegetables to 
the diet is not stressed, and lancing of the gums 
as an aid to dentition is recommended. Thera- 
peutics, even to the point of leeching is empha- 
sized, and much medication is advised. As sug- 
gested before, it is in pure clinical description 
of disease that much of the value of the book 
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lies. Viewed from a modern standpoint it 
seems to lack clear analytical conception of 
pathology and physiology. 


Practical Helps in the Study and Treatment of 
Head Injuries. By M. 
Boston: Ricnarp G. Bapeer. 109 pages. 
Price $3. 

‘*Praetical Helps in the study and treatment 
of Head Injuries’’ by Adolph M. Hanson is an- 
other one of ‘‘the short cut to knowledge’’ type 
of book. There is the typical prefatory assur- 
ance that the book is intended to serve only as 
a ‘‘stimulus’’ as well as the typical publisher's 
announcement that it is nevertheless ‘‘a thor- 
oughly practical handbook for the busy physi- 
cian’’. 

The contained matter is divided along anat- 


omical lines which repeat the usual simplified} 


text book descriptions of the skull, the brain 
and the cranial nerves. Even this portion, how- 
ever, is not altogether without interest sinee 
we find here such unusual statements as ‘‘that 
it is in basal fracture that the general practi- 
tioner is most often calle | upon for treatment”? 
and that thrombosis of the cavernous sinus pro- 
duees a pulsating exopthalmos. Little is said, 
and that little of a minimum of practical value, 
in regard to the physiology of the cerebro-spin- 
al fluid. This is an omission which the reviewer 
finds it hard to excuse in view of the mass of 
work done along that line in the past seven 
years. 

The effect of injury on the major anatomical 
subdivisions of the head is then considered. 
Here we find one thoroughly good chapter on 
‘*Injuries to the Sealp’’. The sueceeding chap- 
ters, however, having to do with fractures of 
the skull, injuries to the brain, and gun-shot in- 
juries of the head, certainly contain little of 
practical value to ‘‘the busy physician’’, al- 
though the stimulative effeet is admittedly great 
especially if one should happen to want to treat 
a severe head injury. 

Such obsolete directions as irrigation of the 
nose in possible basal fractures, the use of a sol- 
id silver plate to prevent bulging of a frontal 
decompression, the recommendation that a bone 
flap operation be performed for its decompres- 
sive effect, the entirely inadequate directions 
for the treatment of the surgical shock and an 
apparent failure to appreciate the relative im- 
portance of the cerebral and bony injuries and 
the influence of that fact upon treatment and 
prognosis in any given case makes one think 
with some alarm of the effeet such ‘‘ practical 
helps’* would have on an otherwise helpless pa- 
tient. 

A final chapter—(exeept for a short append- 
ix having to do with a method of recording find- 
ings)—takes up the ‘‘costo-chondral graft’’ and 
its use in filling skull defects. In view of the 
fact that it is generally admitted that it re- 


quires the best combined neurological and surg- 
ical judgment to determine the indications for 
the use of any graft in the skull, and that after 
having decided to use a graft suecess can only 
be obtained through the most painstaking 
skilled technique, this chapter loses its stimula- 
tive properties and becomes irritative and thus 
successfully administers the final shove which 
definitely puts this book on the ‘*Quiz com. 
pend’’ shelf. 


The Surgical Clinics of North America. 
adelphia Number—December, 1925. W. B. 
Saunders Co., Phila. Volume V, Number 
VI, contains 223 pages with complete index 
and 50 illustrations, and conforms in type 
to those volumes which have preceeded it. 


Phi! 


The cases given by the clinic of Dr. John B. 
Deaver are those presented at the October meet- 
ing of the American College of Surgeons, and 
the subjects are as follows: Peritoneal Infee- 
tion, Duodenal Uleer, Feeal Fistula, Tuberen- 
lous Peritonitis, Bladder and Prostate cases, 
Exophthalmie Goitre, Carcinoma of the Stom. 
ach, Carcinoma of the Breast, Ascites, Carein- 
oma of Sigmoid, Splenectomy, Appendicitis, 
Pelvie Disease, Chronie Appendicitis, and Gall 
Bladder Disease. 

rom the Neurological elinie of Dr. Charies 
Il. Frazier: The Surgieal Treatment of Tr. 
facial Neuralgia, Surgery of Spinal Cord Tum 
ors and Surgieal Treatment of Pituitary Dis 
orders. 

Dr. Francis C. Grant: Treatment of Cranial 
Trauma. 

Clinic of Dr. Geo. P. Muller: Preoperative 
Preparation on Surgieal Patients, Purpura 
Hemorrhagica with Therapeutie Splenectomy, 
Postencephalitie Tie of the Diaphragm, Results 
of Peri-arterial Sympothectomy, Symposium on 
Lung Abscess, The Treatment of Superficial 
Burns, Blood Transfusion Methods, Symposium 
on Chronie Gall-Bladder Disease and Resumé 
of cases operated on during Clinie. 

Dr. B. M. Anspaeh: Adherent Parovarian 
Cyst, Tubal Abortion, Pelvie Hematocele and 
Radium Treatment of Carcinoma of the Cer- 
Vix. 

Clinie of Dr. Leon Herman: Advanced Uro- 
genital Tuberculosis, Diverticulum with Stone, 
Reeurrent Diverticulum of Bladder, Careinoma 
of the Prostate Gland Versus Interstitial Pros- 
tatitis, and Suppurative Epididymitis follow- 
ing Prostatie Abscess. 

Clinie of Dr. H. L. Northrop: Epithelioma 
Destruction with Electrothermie Coagulation, 
Keloid of Forehead, Cavernous Angioma of 
Lower Extremity, Femoral Hernia—Operation 
by Inguinal Route, Choleeysteetomy and Gas- 
trostomy. 

These articles are unusually well presented 
and the discussion is adequate, and there are 
some very valuable illustrations. 


— 
i 
‘ 
i | 
4 
* 


